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Glossary of Terms 
Attitude The term ‘attitudes’ relates to the affective domain and 
includes views, perceptions, beliefs and intentions with 
regard to EBP (Nabulsi et al., 2007). Attitudes to EBP may 
also incorporate ‘… a health professional’s 
agreement/acceptance of the evidence , their perceived 
clinical applicability of the evidence, and their motivation 
and sense of self-efficacy to adopt EBP’ (Menon et al., 2009, 
p 1025). 
Audit and feedback ‘... any summary of clinical performance of health care over 
a specified period of time given in a written, electronic or 
verbal format’ (Jamtvedt et al., 2006, p 9). 
Behaviour ‘Actual performance of EBP in practice’ (Shaneyfelt et al., 
2008, p 1117), for example, searching databases for 
evidence, accessing information sources, using evidence to 
select an intervention. 
Behaviour change Changes in the frequency of using EBP knowledge or skills in 
practice, for example increased application of research 
evidence in clinical practice(Nabulsi et al., 2007). 
Critically appraised papers 
(CAPs) 
CAPs provide a one-page summary and appraisal of a single 
article considered to be ‘important and clinically relevant’ to 
occupational therapy (Bennett et al., 2006, p 9). 
Critically appraised topics 
(CATs)  
CATs are ‘brief summaries of evidence from more than one 
research paper on a specific topic of interest, but are less 
















Developing country The main classification system used by World Bank is based 
on gross national income (GNI) per capita. This system 
categorises countries into low-income, middle-income or 
high-income based on their GNI. Low-income and middle-
income countries are sometimes referred to as ‘developing 
countries’ (The World Bank Group, 2010a). 
Didactic educational 
intervention 
These are ‘predominantly lectures or presentations but 
which may have included question and answer periods’ 
(Forsetlund et al., 2009). 
Educational outreach ‘... used to describe a personal visit by a trained person to 
health professionals in their own settings’. Other terms used 
for this process include university-based educational 
detailing, public interest detailing and academic detailing’ 
(O'Brien et al., 1997, O'Brien et al., 2007).  
Interactive educational 
intervention 
‘Sessions that involved some type of interaction amongst 
participants in small (<10 participants), moderate (10-19 
participants), or large (>19 participants) groups. The 
interaction could involve role play, case discussion, or the 
oppo tunity to practise skills’ (Forsetlund et al., 2009).  
Knowledge ‘The acquisition of awareness or facts, data, information, 
ideas or principles to which one has access through formal 
or individual study, research, observation, experience or 
intuition' (Wojtczak, 2002, p 451). 
Knowledge acquisition ‘… the development and expansion of a health 
















Knowledge transfer ‘a systematic approach to capture, collect and share tacit 
knowledge in order for it to become explicit knowledge. By 
doing so, this process allows for individuals and/or 
organizations to access and utilize essential information, 
which previously was known intrinsically to only one or a 
small group of people’ (Government of Alberta, cited by 
Graham et al., 2006). 
Knowledge translation ‘… a dynamic and iterative process that includes synthesis, 
dissemination, exchange and ethically-sound application of 
knowledge to improve the health of Canadians, provide 
more effective health services and products and strengthen 
the health care system’ (Canadian Institutes of Health 
Research, 2010, p 4). In this thesis, this definition is 
understood to include all people, not only Canadians. 
Multi-facetted 
intervention 
A combination of ‘two or more interventions, such as 
educational meetings and reminders’ (Forsetlund et al., 
2009).  
Opinion leaders ‘… able to influence other individuals’ attitudes or overt 
behavior informally in a desired way with relative 
frequency’ (Rogers, 2003, p 27).  
Opinion leaders may use formal or informal strategies to 
effect change in practice. (Doumit et al., 2007). 
OTseeker An occupational therapy evidence database developed in 
Australia that contains systematic reviews and randomised 
controlled trials of interventions. Trials are rated to enable 
















Perception ‘The process of becoming aware or conscious of a thing or 
things in general; the state of being aware’ (Oxford English 
Dictionary, 2011a). 
Practice ‘The carrying out or exercise of a profession, especially that 
of medicine or law’ (Oxford English Dictionary, 2011b)  
Practice behaviour ‘…. the process or actions used by a health professional to 
provide care for their patients (e.g. behaviour of a 
standardized assessment tool).’ (Menon et al., 2009, p 
1025). 
Reminders ‘Any intervention, manual or computerised, that prompts 
the healthcare provider to perform some action’ (Forsetlund 
et al., 2009). 
Skills ‘EBP skills are distinguished from knowledge by participants 
applying their knowledge by performing EBP steps in some 
type of clinical scenario, such as with a standardized patient, 
written case, computer simulation, OSCE or direct 
observation’ (Shaneyfelt et al., 2008, p 1117). Skills differ 
from behaviour as they entail acquiring competence in 
specific areas outside the practice environment. 
Tailored interventions ‘… strategies to improve professional practice that are 
planned taking account of prospectively identified barriers 
















Research from upper-income countries has revealed the difficulties occupational therapists 
experience in implementing evidence-based practice (EBP). This thesis investigated the state of 
EBP in occupational therapy in South Africa (SA) and evaluated the effectiveness of two EBP 
educational interventions. The research consisted of three linked studies.  
 
Study 1 was a national cross-sectional survey of 436 registered occupational therapists. Results 
showed positive perceptions of EBP but poor confidence in EBP skills. Limited success finding 
and applying evidence was reported and respondents relied on their clinical experience rather 
than research. The study highlighted the need for training to equip occupational therapists to 
implement EBP.  
 
Study 2 described the development of a questionnaire and audit checklist to evaluate EBP 
knowledge, attitudes and behaviour. The instruments were tested and found to be sufficiently 
robust for evaluating EBP educational interventions. 
 
Study 3 was a randomised controlled trial that tested whether an interactive educational 
intervention (IE) was more effective than a didactic one (DE) for improving EBP knowledge, 
attitudes and behaviour in occupational therapists. No significant differences were detected for 
the primary outcome (knowledge) at 12 weeks (IE: median SAFT score=21.0, range=2.0-25.0; 
DE: median SAFT score=19.0, range=9.0-24.0; U=182.5, p=0.078). Examination of within-group 
changes revealed significant improvements in knowledge in both groups (IE: T=4.0, p<0.001; 
DE: T=12.0, p=0.002). There was also a significant change in attitudes (one sub-scale only) 
(T=33.0, p=0.039) and behaviour (audit score) (T=64.5, p=0.044) in the IE group. Power analysis 
showed that the study was powered at 43% which may explain the failure to identify significant 
differences at 12 weeks. There was, however, a trend towards the IE being more effective. 
















Although occupational therapists appear to be positive about EBP, concerted efforts are 
required to equip them with the skills for implementation. Convenient access to the internet 
and evidence databases is essential to enable EBP. Although the didactic and interactive 
interventions had equivalent effects at 12 weeks, within-group analysis indicated that the IE 
may be more effective. Training should therefore include interactive components to effect 
changes in EBP knowledge and behaviour. Realistic ways of implementing EBP in the public 
health service should be explored and record-keeping strengthened to encourage therapists to 
monitor the effectiveness of their practice. More pragmatic trials should be conducted to 

















The need for this research emerged from 1) a recognition of the importance of EBP in providing 
quality occupational therapy services in SA, and 2) the noticeable lack of research conducted in 
resource-constrained countries that could inform effective strategies for implementing EBP. 
The thesis therefore set out to investigate the situation of EBP in occupational therapy to 
determine what actions were required to increase its application to practice. The thesis consists 
of three linked studies.  
 
In Study 1 a cross-sectional design was used to collect information about the perceptions, skills 
and behaviour of South African occupational therapists towards EBP. A national postal survey 
was conducted with a random sample of 436 registered occupational therapists. A 30% 
response rate (129/436) was obtained. Most (99%) had positive perceptions about EBP but 
poor confidence in EBP skills (for example, 26% felt confident in determining study designs). Of 
the 84 respondents (68%) who gave reasons for their lack of confidence, 31% indicated limited 
knowledge and skills. Respondents reported limited success finding (46%) and applying 
evidence (36%) and relied on their clinical experience (87%) rather than research (40%). Over 
70% had heard about EBP but few (25%) had received training. Despite the high proportion 
with computer (98%) and internet (92%) access, few (22%) had used the internet to access 
research information. A greater proportion of new graduates reported success finding research 
evidence (64%) and those with more experience stated they were more able to apply evidence 
(89%). The most popular choices for future EBP training were workshops (82%), short in-service 
training sessions (80%) and brief summaries of evidence (76%). Few (44%) wanted to learn the 
skills to search for and appraise research for themselves. The study showed that South African 
occupational therapists appeared to have similar constraints in implementing EBP as described 
in previous studies. The urgent need for additional EBP training was highlighted and particular 
aspects to be included in training sessions were identified.  
 
Study 2 described the development and validation of the instruments that were used in a RCT 















the PI. A self-report questionnaire was developed from existing validated instruments that were 
modified for the OTEBP trial. These were the Adapted Fresno Test of Competence in EBP (AFT) 
(McCluskey and Bishop, 2009, McCluskey and Lovarini, 2005), the Knowledge, attitudes, 
behaviour questionnaire (KABQ) (Johnston et al., 2003, MacDermid et al., 2006), the Readiness 
to Change Clinical Practice Scale (RCCPS) (MacDermid et al., 2010, MacDermid et al., 2006), the 
Knowledge Acquisition Questionnaire (KAQ) (MacDermid et al., 2006) and the Familiarity and 
Access to Technology Questionnaire (FATQ) (MacDermid et al., 2006). An audit checklist was 
designed using literature and expert opinion. The SAFT was selected as the primary outcome 
measure while the remaining instruments measured the secondary outcomes. The instruments 
underwent several stages of validity testing.  
 
Face validity and clinical utility of the instruments in the questionnaire were evaluated using a 
semi-structured focus group. Each item was examined after which changes were made to 
instructions, methods of completion, language and layout to improve its face validity and 
clinical utility. The median completion time for the questionnaire was 23.5 minutes. Test-retest 
and inter-rater reliability (IRR) were established with a sample of 26 occupational therapists 
that completed the questionnaire twice with a one-week interval between completions. IRR for 
the SAFT was determined by the PI and a research assistant independently scoring both sets of 
questionnaires, and responsiveness was calculated using baseline and 12-week data from the 
OTEBP trial. Internal consistency of the KABQ was determined through item analysis of baseline 
measurements (38 ordinal items) from the trial using Cronbach’s alpha and factor analysis with 
principal axis factoring as the extraction method.  
 
Test-retest (ICC=0.95, 95% CI: 0.88-0.98) and IRR were excellent (time 1: ICC=1.0; time 2: 
ICC=0.99, 95% CI: 0.97-1.00) for SAFT total scores. The overall mean change in knowledge on 
the SAFT was 6.2 points on the 30 point scale (SD=6.3, 95% CI: 5.2-7.9), and the effect size was 
large (d=1.0) showing its ability to detect clinically important change over time. Factor analysis 
of the KABQ identified a single knowledge factor (α=0.801), two behaviour factors (α=0.826 and 














all factors except one attitude factor. Most of the remaining KABQ items had acceptable test-
retest reliability as did the FATQ and the RCCPS. The audit checklist had moderate to perfect 
IRR (kappa ranged from 0.6 to 1.0) but responsiveness was small (d=0.30) indicating that the 
instrument did not seem able to detect small changes in behaviour. Overall, the instruments 
measured all the necessary outcomes for evaluating an EBP educational intervention 
recommended by Nabulsi et al (2007) and demonstrated adequate psychometric properties. 
Study 3 employed a pragmatic randomised controlled trial (RCT) that used a two-group parallel 
design with matched-pair stratification by type (clinician/manager) and knowledge score. The 
trial aimed to: 1) determine whether an IE was more effective than a DE for improving EBP 
knowledge, skills and use at 12 weeks, and 2) to investigate the feasibility of conducting a RCT 
with occupational therapists in a public health setting. All occupational therapists employed by 
the Western Cape Department of Health (DOH) who worked a minimum of a 20 hour week 
were eligible (N=98). Fifty-eight occupational therapists consented to participate and were 
randomly allocated to either an interactive (IE) or a didactic (DE) educational intervention using 
coin tossing. Data was collected at baseline and 12 weeks using a questionnaire and audit 
checklist. The primary outcome was increased EBP knowledge at 12 weeks shown by an 
improved total SAFT score. Secondary outcomes were improved knowledge (modified KABQ), 
attitudes (modified KABQ) and behaviour (audit checklist and modified KABQ). Data were 
collected at the health facilities where participants were employed. Raters for the audit were 
blinded but participants and the provider could not be blinded.  
Thirty participants were allocated to receive the IE and 28 the DE. Twenty-five participants in 
the IE and 21 in the DE completed the trial and were included in the 12 week analysis. Results 
revealed no significant difference between the groups in the primary knowledge outcome at 12 
weeks (IE: median SAFT score=21.0, range=2.0-25.0; DE: median SAFT score=19.0, range=9.0-
24.0; U=182.5, p=0.078). Examination of within-group changes revealed significant 
improvements in knowledge in both groups (IE: T=4.0, p<0.001; DE: T=12.0, p=0.002), but the IE 















attitudes for one KABQ sub-scale (T=33.0, p=0.039). As the study was powered at 43%, it may 
have failed to detect significant differences at 12 weeks. Conducting a high-quality RCT was 
feasible and the risk of bias was assessed as low. The OTEBP trial adds strength to the existing 
evidence that both didactic and interactive educational interventions can improve knowledge, 
but it seems that interactive interventions may be more effective for changing behaviour. High-
quality pragmatic trials can feasibly be conducted within the public health service.  
 
The main recommendations arising from this thesis are: 
 Substantial effort must be directed at equipping occupational therapists to implement EBP. 
To this end, short in-service training sessions must be provided throughout SA as part of the 
CPD programme offered by the Occupational Therapy Association of SA (OTASA); 
 Evidence-based summaries relevant to the SA context should be disseminated to provide 
the evidence required for practice; 
 The outcome instruments for the OTEBP trial were sufficiently robust and should be used in 
future studies;  
 The SAFT has strong psychometric properties and, being more user-friendly and less 
intimidating than the AFT, is suitable in contexts where EBP is in the early stages of 
implementation;  
 The audit checklist is a useful instrument to monitor record-keeping. IRR was adequate but 
responsiveness was low and therefore a larger trial is needed to determine whether a 
greater effect size can be shown;  
 Although didactic as well as interactive training significantly increased EBP knowledge, 
interactive workshops seemed to be more effective for changing EBP behaviour. Training 
should therefore include interactive components. 
 Training sessions must cover where to find evidence, how to search for evidence and how 
to apply evidence to practice, and must take cognisance of the barriers identified in the 
survey and the RCT; 
 The Department of Health needs to be convinced of the necessity of providing convenient 















 Record-keeping should be improved to enable therapists to monitor the effectiveness of 
their practice;  
 Recognising the barrier of high workloads in the public health service, realistic ways of 
implementing EBP must be explored; 
 More pragmatic trials could be conducted in the public health service to produce the 















Chapter 1: Introduction 
 
1.1 Background 
Health professionals are expected to be familiar with recent research and apply the findings to 
ensure patients receive the best possible treatment and that resources are used effectively 
(Graham et al., 2006). It is well known that research findings are frequently not applied in 
practice with the consequence that many patients do not receive optimal care (Dans et al., 
2004, Garner et al., 1998, Graham et al., 2006, Melgaard, 2004, Rowe et al., 2005, Siddiqi et al., 
2005). This discrepancy between research findings and what actually occurs in practice is ‘one 
of the driving forces behind the development of EBP’ (Dawes et al., 2005).  
 
Translating what is empirically known into practice is important in any healthcare setting, but is 
even more critical in developing countries where resources are limited and have to be directed 
towards effective and safe interventions (Dans and Dans, 2000b, Daya, 2000, Garner et al., 
1998, McMichael et al., 2005, Santesso and Tugwell, 2006, Siddiqi et al., 2005). Acknowledging 
the limitations in health care in developing countries and the resultant threat to the health of 
the population, the World Health Organization  has actively promoted EBP as one way of 
strengthening weak health systems (World Health Organization, 2003). In support of this 
initiative organisations such as the World Bank, the United Nations Educational, Scientific and 
Cultural Organization (UNESCO) and the United Nations Development Programme (UNDP), have 
prioritised the application of research findings to practice (Nuyens and Lansang, 2006). 
Implementing research findings in practice has also been identified as a means for attaining 
some of the Millennium Development Goals (MDGs)1 (Rowe et al., 2005, Santesso and Tugwell, 
2006). 
                                                     
1
 ‘The MDGs focus the efforts of the world community on achieving significant, measurable improvements in 
people’s lives by the year 2015’. Three of the eight MDGs focus directly on health, namely reducing child mortality, 
















1.2 Evidence-based practice (EBP) 
The term ‘evidence-based medicine’ (EBM) was first mentioned in the medical literature in 
1991 (Guyatt, 1991) but soon expanded to include other allied health professions. To include 
these other health professionals and affirm the importance of a ‘united commitment to the 
principles of ‘best practice’’ (Dawes et al., 2005), the term EBM was extended to ‘evidence-
based practice’ and ‘evidence-based health care’ (Bennett and Bennett, 2000, Bennett et al., 
2006, Ottenbacher et al., 2002, Taylor, 2007).  
 
1.2.1 The need for EBP 
Although EBP has been criticised as a Western innovation with limited relevance for developing 
countries (Chinnock et al., 2005, Daya, 2000, Hoj, 2005, Lowe, 2000), the poor quality of health 
services in these countries justifies its importance (Dans and Dans, 2000a, Dans et al., 2004, 
McMichael et al., 2005, Volmink et al., 2001). In resource-constrained contexts, such as SA, it is 
vital that resources are directed towards healthcare services that influence health positively 
rather than those that are ineffective or harmful (Chinnock et al., 2005, Garner et al., 1998, 
Garner et al., 2006, McMichael et al., 2005, Siddiqi and Newell, 2005, Siddiqi and Robinson, 
2006). Additionally, the cost to patients of providing ineffective healthcare interventions must 
be recognised. Even when health care is free, patients incur transport costs to access 
healthcare facilities. Thus, providing ineffective interventions makes health professionals 
‘responsible for exacerbating patient’s deprivation and poverty’ (Garner et al., 1998, p 531). 
The many barriers to EBP are often cited as reasons for lack of implementation, but several 
authors have demonstrated that health practitioners can devise creative solutions to overcome 
these challenges (Chinnock et al., 2005, Dans and Dans, 2000a, Pakenham-Walsh and Mayosi, 
















1.2.2 Defining EBP 
The most well-known definition is that of Sackett (1996, p71) who defined EBM as ‘the 
conscientious, explicit, and judicious use of current best evidence in making decisions about the 
care of individual patients’. This definition reflects the importance of combining professional 
experience with relevant research in decision-making to enable health practitioners to provide 
patients with the best care (Sackett, 1997, Sackett et al., 1996, Taylor, 1997, Taylor, 2007, 
Tickle-Degnen, 1999). A consensus statement to clarify EBP was developed as one of the 
outcomes of an international conference for evidence-based healthcare teachers and 
developers (Dawes et al., 2005): 
 
‘Evidence-based practice (EBP) requires that decisions about health care are based on 
the best available, current, valid and relevant evidence. These decisions should be made 
by those receiving care, informed by the tacit and explicit knowledge of those providing 
care, within the context of available resources.’ 
 
Underlining has been added to highlight terms that convey assumptions which will be outlined 
here. The first assumption is that EBP encompasses decision-making about health care which 
leads one to question who is involved in making the decisions. Reading further reveals that the 
health practitioner decides on the most appropriate intervention with input from the patient. 
This may not be relevant in some societies however. For example, in Africa the Ubuntu 
philosophy embraces a culture of collectivism and decisions are made according to how they 
serve the well-being of the family and community rather than the individual (Broodryk, 2002, 
Pityana, 1999).  
 
Secondly, what is regarded as evidence has to be traced back to philosophical stances about 
knowledge (Cresswell, 2003) and truth (Higgs and Smith, 2006). Evidence-based practice has its 
roots in logical empiricism which claims that truth has its basis in factual, objective information 
(Higgs and Smith, 2006). This understanding of knowledge, referred to as post-positivism 















Alternative knowledge claims have been discussed. For example, Cresswell (2003) described 
three alternative knowledge forms (social constructivism, advocacy/participatory knowledge 
claims and pragmatism) while Higgs and Smith (2006) outlined nine (hermeneutics, systems 
theory, feminism, phenomenology, critical theory, African philosophy, critical rationalism, 
postmodernism and nihilism). Although rooted in different philosophies, these are all forms of 
naturalistic inquiry in which ‘knowledge is based on how the individual perceives experiences 
and how he/she understands his/her world’ (DePoy and Gitlin, 2005, p 25). This viewpoint 
assumes that ‘it is not possible to separate the outside world from an individual’s ideas, 
language, and perceptions of that world’ (DePoy and Gitlin, 2005, p 25).  
 
Thirdly, the person interpreting the needs of the patient and matching these to evidence does 
so using particular professional domains of reasoning. Evidence-based practice as applied by 
different health professionals is therefore situated within the philosophy, values and theory 
underpinning that profession, and therefore the way in which it is practiced will differ between 
professional groups.  
 
Fourthly, the concept of providing care operates within a particular worldview that determines 
the type of evidence that is accessed. The philosophy underpinning a profession influences 
thinking about what is regarded as high-quality evidence. Medicine has a strong grounding in 
positivism and quantitative research which ‘assumes that phenomena are measurable using the 
deductive principles of the scientific method’ (Bowling, 2009, p 129). The biomedical approach 
and positivist nature of medical practice is ideally suited to EBM (Sackett, 1997, Sackett et al., 
1996, Sackett et al., 2000). As EBP originated in medicine, high-quality evidence has 
traditionally been regarded as quantitative research designs which have been organised into a 
hierarchy based on the extent to which bias may have influenced the study results (Evans, 
2003). Occupational therapy practice straddles positivistic and naturalistic ways of knowing and 















Lastly, evidence is context-specific in that the questions generated within practice settings 
dictate the kind of evidence needed. As expressed in the definition of EBP, the application of 
evidence is reliant on its availability. Availability implies having convenient access to 
information sources such as electronic databases and ‘a health care infrastructure committed 
to best practice’ (Dawes et al., 2005). Thus any disjunction between what is known and what is 
practiced resides as much in the resource context within which the practitioner functions as it 
does in the service provider. 
1.2.3 The development of evidence-based occupational therapy (EBOT)
Occupational therapy was slow to adopt EBP (Hayes, 2000, Walker, 2003) with the first articles 
appearing in 1997, six years after it had first been written about in medicine. One of these
articles advocated that ‘the evidence-based approach does appear to be a perfect way to blend
theory and practice and to demonstrate the benefits and effectiveness of occupational therapy’
(Taylor, 1997, p 472). This rationale for implementing EBP has since been affirmed by several
occupational therapy authors (Lloyd-Smith, 1997, Reagon et al., 2008, Walker, 2003). Additional 
benefits of EBP cited are: provision of effective interventions (Ballinger and Wiles, 2001,
Bannigan, 2004, Reagon et al., 2008, Walker, 2003), efficient services (Coster, 2005), survival of
the profession (Holm, 2000, Reagon et al., 2008) and ‘filling in knowledge gaps’ (Reagon et al., 
2008). 
Despite strong support for EBP, application of evidence by occupational therapists has been 
limited (Bennett et al., 2003b, Brown et al., 2010b, Cameron et al., 2005, Copley and Allen, 
2009, Dysart and Tomlin, 2002, Gustafsson and Yates, 2008, Humphris et al., 2000, Lopez et al., 
2008, Lyons et al., 2010, Salls et al., 2009, Sweetland and Craik, 2001). Initiatives to support and 
develop EBOT include the production of a variety of resources ranging from journal articles 
outlining the steps of EBP and critically appraised papers on topics relevant to occupational 
therapy, to internet sites and books (Bennett et al., 2006). The number of systematic reviews 















al., 2006). Testimony to the importance given to EBP is its inclusion in documents such as the 
World Federation of Occupational Therapists (WFOT) code of ethics (World Federation of 
Occupational Therapists, 2004), the WFOT Revised Minimum Standards for the Education of 
Occupational Therapists (Hocking and Ness, 2002), the 2017 Centennial Vision of the American 
Occupational Therapy Association (AOTA) (American Occupational Therapy Association, 2007) 
and various position papers (Canadian Association of Occupational Therapists et al., 2009, 
Nicholson, 2006). These developments demonstrate the considerable progress the profession 
has made towards the goal of becoming evidence-based (Bennett et al., 2006, Walker, 2003).  
 
1.3 Contextualising the research setting 
Implementing EBOT in SA presents unique challenges arising from the context in which health 
services are provided and the extent to which the health system is positioned to provide 
supporting infrastructure. To appreciate the influence these contextual factors may have on 
EBP, information is presented about the health status of the nation, health system and 
occupational therapy profession. 
 
1.3.1 Health status 
South Africa is faced with a quadruple burden of disease constituting a high rate of infectious 
diseases, specifically HIV, high injury levels due to violence and road traffic accidents, diseases 
and conditions related to poverty and under-development2, and chronic diseases3 (Bradshaw, 
2009, Bradshaw and Nannan, 2004, Harrison, 2009). The disease profile reflects the health 
disparities between different population groups brought about by the inequalities of 
colonialism and apartheid (Bradshaw and Nannan, 2004, Ntuli and Day, 2004). Of concern is 
                                                     
2
 Conditions resulting from factors such as childhood and maternal underweight, lack of access to clean drinking 
water and lack of sanitation (Harrison, 2009). 
3
 Examples include hypertension, stroke, ischaemic heart disease, diabetes mellitus, cancer and chronic kidney 















that these inequalities are worsening and are further aggravated by factors such as 
unemployment (Sanders and Chopra, 2006). Over and above the quadruple burden of disease is 
a worrying decline in the health status of the population over the last decade, evidenced by the 
increased mortality rate for children and young adults, and the reduction in life expectancy, 
primarily due to HIV (Bradshaw, 2009, Bradshaw and Nannan, 2004). The quadruple burden of 
disease requires that multiple health challenges have had to be addressed simultaneously 
(Bradshaw and Nannan, 2004) placing additional strain on already limited resources (Lehrman, 
2008). Much of the evidence needed to address these unique and complex health challenges 
has yet to be generated and requires research spanning quantitative and qualitative paradigms.  
 
1.3.2 The health system 
One of the major challenges of the democratic government has been the restructuring of the 
health system (Lehrman, 2008) to reduce the disparities and inequalities in health care and 
health status between population groups and provinces (African National Congress, 1994). A 
district health system based on the primary health care philosophy (Lutge et al., 2008) was 
instituted and healthcare services restructured to ensure efficient and effective use of scarce 
resources (Department of Health, 1997). Expanding access to health care, particularly in under-
served areas, has formed a continuous focus in re-prioritising government health expenditure 
(Department of Health, 2008). In an effort to provide services to those who previously did not 
receive them, health profession posts in tertiary hospitals were abolished or redistributed to 
previously under-serviced areas. Rapid discharge of patients from tertiary and secondary 
hospitals enabled resources to be re-directed and used more equitably (Duncan and Alsop, 
2006). Compulsory community service was instituted for all graduating health professions4 to 
provide the general population with greater access to services (Pick et al., 2000) and to address 
the inadequate numbers and inequitable distribution of health personnel, (Duncan et al., 2005, 
Ntuli and Day, 2004).  
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Although a greater number of people have access to health care facilities, good quality health 
services are still not available to the majority (Shisana, 2008). One reason for this is the 
reduction in total health expenditure. From 2005 to 2007, health expenditure declined from 
9.1% of the gross domestic product (GDP) to 8.6% (The World Bank Group, 2010b). A further 
issue is the lack of equity in funding between public and private sectors (World Health 
Organization, 2009). In 2008, approximately 8% of GDP was spent on health services of which 
5% was used in the private sector (Botha, 2008). Considering that the public service caters for 
about 85% of the population (Botha, 2008), this imbalance is extremely concerning. In addition, 
SA health expenditure falls short of the 15% target proposed in the Abuja Declaration for 
countries within the African Union (Botha, 2008). 
 
Progress has been made towards restructuring the health system and developing policies and 
guidelines informing service provision (Forman et al., 2004), but the inequalities between 
population and wealth groups, urban-rural areas and education levels continue to exist 
(Bradshaw, 2009). There are also substantial challenges to creating a unified health system 
(Lutge et al., 2008), notably poor prevention and control of diseases5, inequitable resource 
allocation between private and public sectors, weaknesses in health systems management6 
(Harrison, 2009) and the high staffing vacancy rate (Lehrman, 2008). This context of health 
system reforms  creates an ideal backdrop against which to introduce innovations such as EBP 
because of the necessity for change (Garner et al., 1998). The need for EBP in SA has been 
supported by Nchinda (2002, p 1699) who stated that ‘active promotion of evidence-based 
decision-making at all levels of the health field is a necessary step in the direction of improving 
the health of the population’.  
 
                                                     
5
 Notably, HIV, tuberculosis and alcoholism (Harrison, 2009). 
6















1.3.3 Occupational therapy in SA 
South African occupational therapists have a four-year bachelor’s degree and are employed in 
the public or private sectors or non-governmental organisations (NGOs). Public service posts 
are mainly in the health and education sectors. Therapists in the private sector work in private 
practices, hospitals or rehabilitation centres, or companies such as in the insurance industry. 
Occupational therapists employed in NGOs are predominantly involved in community-based 
rehabilitation or community development programmes. 
  
South Africa is under-resourced in terms of therapist-to-population ratios compared with 
developed countries (Watson and Fourie, 2004a). There has been a slight increase in 
occupational therapists in the public service since 2000, but the ratio of therapists to 
population remains unacceptably low. In 2009 there were 0.6 occupational therapists per 
10,000 population for SA compared with 7.0 for Australia, 4.0 for Canada and 5.0 for the UK 
(World Federation of Occupational Therapists, 2010). Inequities across services are evident in 
the ratio of occupational therapists per 10,000 population which was reported as 0.013 for 
mental health facilities (Lund et al., 2010). In addition, only 24% (838/3508) of the total number 
of occupational therapists registered with the Health Professions Council of SA (HPCSA) in 2010 
were working in public service. The remaining 76% would have been employed in the private 
sector (Day and Gray, 2009, Lehrman, 2008), not working during that year, or working abroad 
(Day and Gray, 2009).  
 
Due to low therapist to population ratios, occupational therapists in the public service are 
expected to see large numbers of patients, many of whom have multiple and complex health 
problems. Added to this, resources for providing services are limited, many practitioners are 
inexperienced (Duncan and Alsop, 2006) and infra-structures to support practice are under-
resourced and poorly developed (Watson and Fourie, 2004a). The limited amount of evidence 

















From the above descriptions, it is clear that the SA health system is still in a process of 
transition towards a full interpretation of the Alma Ata declaration of primary health care7 
(International Conference on Primary Health Care, 1978). This context pressures the profession 
to reconceptualise occupational therapy because of the devolution of services to more basic 
levels of care (Duncan et al., 2005); the movement away from a disease-focused, curative 
model of healthcare towards promotion and prevention; (Watson, 2004) and the link between 
health and social development (Galvaan, 2006). The introduction of compulsory community 
service has resulted in graduate occupational therapists working in previously under-serviced 
areas of the country8 (Pick et al., 2000) which has expanded occupational therapy practice from 
predominantly urban hospital-based services with a biomedical orientation to community-
based rural services with a development focus. Occupational therapy services span different 
government departments including health, social development, education and labour. These 
shifts in the scope of occupational therapy practice necessitate evidence that extends beyond 
randomised controlled trials (RCTs). 
 
1.4 Occupational therapy and EBP in SA 
The appropriateness of EBP for the SA context has been questioned. Reasons cited for these  
concerns are limited resources to support EBP, low numbers of occupational therapists to 
address the health needs of the country, and the need to explore indigenous knowledge 
systems rather than taking on western concepts (Joubert, 2003, Joubert, 2005). In the context 
of medicine it has been argued that it is in these conditions that EBP is really needed: 
 
‘The desperate health situation in developing countries tends to trivialize EBM as just 
another of those western innovations – highly advanced and, extremely expensive and 
                                                     
7
 Health was defined as ‘a state of complete physical, mental and social wellbeing, and not merely the absence of 
disease or infirmity’ (International Conference on Primary Health Care, 1978). 
8














totally useless. We propose however, that it is exactly this desperate situation, which 
justifies the need to practice EBM’ (Dans et al., 2004). 
In contrast to the high number of publications from countries such as Australia, Canada, the UK 
and the US, South African (SA) occupational therapists have been slow to embrace EBP. A hand-
search of the South African Journal of Occupational Therapy (SAJOT) and Focus, the Official 
newsletter of the Occupational Therapy Association of South Africa (OTASA) by the principal 
investigator (PI) in 20059, revealed few references to EBP. It was first mentioned in a SAJOT
editorial in 2000 as ‘a means to offer a state-of-the-art clinical10 service to our clients’ with the
journal being endorsed as a vehicle for promoting EBP (Randall, 2000, p 2). In a subsequent
SAJOT, Fourie (2001) supported Randall’s position but argued that a SA occupational therapy 
understanding of EBP should be further deliberated rather than unquestioningly accepting the 
Canadian occupational therapy interpretation11. A few years later, a newsletter for private
occupational therapy practitioners advocated using multiple sources of evidence in decision-
making, recognised the importance of building an ‘evidence-based culture’ and suggested
continuing education as ‘one strategy for applying research evidence to practice’ (Fourie, 2004,
p 9). A slightly different view was reflected by Uys (2004) who promoted the role of evidence-
based outcomes to document the success of occupational therapy interventions. Although
reservation has been expressed about the applicability of EBP to SA (Joubert, 2004, Joubert, 
2005), others have promoted the use of EBP by illustrating how the different steps in the 
process could be applied in practice (Watson and Buchanan, 2005).
9
 This was at the start of this thesis. From 2006 to 2010 there was one further article published in the SAJOT that 
included content on EBP. 
10
 The term ‘clinical’ places an emphasis on biomedical practice. 
11
 Evidence-based occupational therapy: ‘client-centred enablement of occupation based on client information and 
a critical review of relevant research, expert consensus and past experience’ (Canadian Association of Occupational 















The PI undertook some investigation into the extent to which EBP was being promoted among 
students and qualified occupational therapists. A questionnaire was emailed to the heads of the 
eight occupational therapy undergraduate programmes offered at SA universities in 2004. 
Responses revealed that three universities included EBP in their curricula and one emphasised 
accurate clinical documentation and generating research rather than equipping students to be 
research-users. Enquiry into EBP training opportunities for qualified therapists revealed that 
until 2004, the only known training was workshops on evidence-based health care presented by 
the South African Cochrane Centre (SACC), a research unit based at the Medical Research 
Council. These were one-day courses offered in the main centres of SA as part of continuing 
education for health professionals to introduce the concepts of EBP. Although they were 
targeted at all health professions, they had a strong medical focus. These investigations 
exposed the limited opportunities available for students and qualified occupational therapists 
to equip themselves with the knowledge and skills needed to apply EBP. 
 
1.5 Facilitators and barriers to implementing EBOT in SA 
Barriers to implementing EBP may occur in a variety of areas including the healthcare system; 
the political, social, educational and practice environment; the practitioner and the patient 
(Haines et al., 2004). Understanding potential facilitators and barriers is critical for developing 
appropriate strategies to increase EBOT, and are therefore described below.  
 
1.5.1 Professional and ethical imperatives 
In SA, occupational therapy practice is governed by the Health Professions Council of South 
Africa (HPCSA) which is a statutory body responsible for protecting the public and guiding 
health professionals (Health Professions Council of South Africa). Within the HPCSA, issues 
relevant to occupational therapy are dealt with by the Professional Board for Occupational 
Therapy and Medical Orthotists/Prosthetists. The professional organisation responsible for 















Association of South Africa) while the World Federation of Occupational Therapists (WFOT) 
fulfills this function internationally (World Federation of Occupational Therapists). Registration 
with the HPCSA is compulsory for all practicing health professionals but membership of OTASA 
and WFOT is voluntary. Documents supporting EBP produced by these afore-mentioned bodies 
include the Minimum Standards for Practice12 (Professional Board for Occupational Therapy 
and Medical Orthotics/Prosthetics, 2004), the WFOT Code of Ethics13 (World Federation of 
Occupational Therapists, 2004) and the Occupational Therapy Code of Ethics and Professional 
Conduct14 for practice in SA (Occupational Therapy Association of South Africa, 2005). 
Statements referring directly or indirectly to EBP were extracted from these documents and are 
presented in Table 1 (relevant sections are underlined and bold).  
 
Table 1: Professional documents guiding occupational therapy practice in SA 
Document Statement related to application of research 
World Federation of Occupational 
Therapists (WFOT) Code of Ethics 
(World Federation of Occupational 
Therapists, 2004) 
Developing professional knowledge 
‘… participate in professional development through life-long learning and apply their acquired 
knowledge and skills in their professional work which is based on the best available evidence’. 
 
Standards of Practice for Occupational 
Therapists (Professional Board for 
Occupational Therapy and Medical 
Orthotics/Prosthetics, 2004) 
 
Direct services - Standard I : Professional standing and responsibility 
‘is knowledgeable about research and applies research findings ethically and appropriately in 
service delivery processes ...’. 
‘systematically assesses the efficiency and effectiveness of occupational therapy services and 
designs and implements appropriate processes to support quality service delivery’. 
 
Indirect services - Standard VI: Research  
‘is informed about new developments within the profession by regularly reading material 
relevant to the area of practice.’ 
‘applies research principles during direct and indirect service delivery and documents outcomes’. 
‘evaluates the effect of occupational therapy service delivery.’ 
Code of Ethics and Professional Conduct 
(Occupational Therapy Association of 
South Africa, 2005) 
Section D - Responsibility towards the self and the profession  
‘Occupational therapy personnel shall achieve and continuously maintain high standards of 
competence and be aware of current trends and legislation or developments affecting their 
practice’. 
                                                     
12
 Part of a clinical governance framework to facilitate accountability for the quality of services. Guidelines for 
other parts of this framework, of which EBP is one, have yet to be developed (Professional Board for Occupational 
Therapy and Medical Orthotics/Prosthetics, 2004).  
13
 Describes ‘appropriate conduct for OTs’ and is used by member associations, such as OTASA, to develop a 
detailed code of ethics to meet the specific needs of a country (World Federation of Occupational Therapists, 
2004). 
14
 Provides guidelines for appropriate professional values and standards considered to be ‘fundamental to the 
















At an international level, the WFOT Code of Ethics explicitly states that practice should be 
based on ‘best available evidence’ while nationally the HPCSA Minimum Standards of Practice 
document encompasses the EBP process in its references to applying research findings, 
assessing effectiveness, reading current professional literature, and evaluating and 
documenting treatment outcomes. The OTASA Code of Ethics and Professional Conduct has 
taken a more covert position in stating that occupational therapists should ‘be aware of current 
trends and legal issues or developments affecting their practice’. These documents are aligned 
with the views of Coster (2005) and Holm (2000) that EBP is an essential part of the ethical 
responsibility of occupational therapists.  
 
Further impetus for EBP is the introduction of the continuing professional development (CPD) 
policy by the HPCSA In January 2007. This policy ‘assures continued competency by 
establishing, maintaining, and updating professional performance, knowledge, and skills’ 
(Health Professions Council of South Africa, undated). To retain their registration with the 
HPCSA, health professionals are required to accumulate a prescribed number of CPD points 
annually. 
 
1.5.2 Service demands 
Heavy demands are placed on occupational therapists as a result of low patient-to-therapist 
ratios and the ongoing transformation of public health services. In addition to overcoming 
health system weaknesses and implementing new systems, the infrastructure15 to facilitate EBP 
is not available. These challenges require creative strategies to implement EBP. 
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 Infrastructural requirements include easy and convenient access to computers, the internet and academic 
databases, and a culture that promotes evidence-based practice through providing time in work hours for 















1.5.3 Availability and access to resources for EBP 
Many therapists in the public service do not have access to academic libraries, computers or 
internet facilities at work, particularly in rural areas (Duncan and Alsop, 2006). The Department 
of Health (DOH) has instituted a roll-out plan to provide all departments with computer 
facilities but this is progressing slowly and internet access is currently only available to the 
director/head of the relevant department. Conversely, therapists in some State hospitals, 
particularly tertiary teaching hospitals, have access to sophisticated technology, academic 
library facilities and computers and the internet (Joubert, 2005). Scarcity of resources to 
facilitate and support EBP in the public sector is a barrier to EBP. Elsenberg (2002) stated that 
both efficiency (best use of scarce resources) and equity (allocating resources to those with the 
greatest needs) must govern the way in which research findings are used in practice. 
Considering the health burden in SA, it is crucial that occupational therapists use scarce 
resources optimally by ensuring their services are effective. Therefore, research evidence needs 
to be applied (and produced) to inform practice.  
 
1.5.4 Availability, relevance and quality of research 
Accessing relevant research to inform practice in resource-constrained countries can be 
challenging. A study found that most medical journals favoured publishing articles pertaining to 
health priorities of the developed world (Horton, 2003). Furthermore, Langer et al (2004) 
discovered that most medical and public health publications originated in America and Western 
Europe with a low proportion emanating from developing countries. This results in issues that 
are vitally important for research in Africa (and SA) being neglected or ignored (Joubert, 2005). 
Consequently, health practitioners need to have knowledge both of evidence-based 
interventions and gaps in evidence and exercise judgment when evidence is lacking (Hofmeyr, 
2003).  
 
The lack of credible research has been acknowledged as a major limitation to implementing 















even worse because the overwhelming need for services relegates research to the last priority 
(Crouch, 2001). Low research output has been identified as a weakness of occupational therapy 
in SA (Joubert, 2005, Watson and Fourie, 2004b). A recent survey confirmed that few 
occupational therapists in SA are involved in producing research (Pitout, 2010). Even when 
research is conducted, it is seldom published (Du Toit and Wilkinson, 2009). In addition to low 
research output, the research that is produced in developing countries is often of poor quality 
(Langer et al., 2004). Lack of research capacity has been linked with difficulties applying existing 
knowledge to address health problems (Nchinda, 2002). Therefore, to build research capacity 
training must involve translating findings from research into local settings (Hoj, 2005, Nchinda, 
2002).  
 
Achieving optimal health care is reliant to some extent on a ‘rational and responsive research 
agenda’ (Singh, 2004, p 1393). This imperative echoes Nchinda (2002) who emphasised the 
importance of setting focused research priorities. The Essential National Health Register (ENHR) 
is a ranked list of priority health problems aimed at addressing specific SA health problems 
(Singh, 2004). In this register, health priorities are based on a burden of disease approach and 
rankings reflect the quadruple burden of disease (Lutge et al., 2008). Acknowledging the impact 
of health system weaknesses on the health of the nation, a second list of research priorities 
focuses on health systems issues (Lutge et al., 2008). Of relevance is the number of priorities 
linked to EBP. For example, ‘health information systems’ is ranked second, while ‘quality of 
care’ and ‘quality of health delivery and support systems’ are ranked fourth and sixth 
respectively (Lutge et al., 2008). These priorities further affirm the need for the research 
reported in this thesis. Although the ENHR is in existence, the occupational therapy profession 
has not yet developed a research plan to create and disseminate the knowledge required for 
practice in this context. The absence of such a coordinated research strategy results in research 
being fragmented and poorly disseminated (Pitout, 2010). Poor dissemination of research 
findings will impede the growth of the profession and result in it being poorly recognised (Du 















1.5.5 Training opportunities in EBP 
The lack of development of EBOT in SA may be partly due to a lack of knowledge and skill and 
limited resources to support it. As noted earlier, in 2004 few occupational therapy curricula 
included EBP and no occupational therapy-specific training was available for qualified 
therapists. It was likely that few occupational therapists had been trained in EBP with a 
resultant lack of skills for implementing the steps in the EBP process. Raising awareness of the 
drivers for EBP and building capacity in EBP skills would allow occupational therapists to 
develop appropriate ways of applying it in the SA health care context.  
1.5.6 Summary of facilitators and barriers to EBOT
An understanding of the specific barriers and facilitators to EBP in a particular context is 
essential for informing strategies aimed at its implementation. The potential facilitators and
barriers to EBOT in SA (identified in this chapter) were categorised according to the areas 















Table 2: Facilitators and barriers to EBOT in SA 
 Facilitators Barriers 
Professional 
environment 
 EBP is a professional and ethical obligation (Coster, 
2005, Health Professions Council of South Africa, 
n.d., Holm, 2000, Occupational Therapy 
Association of South Africa, 2005, World 
Federation of Occupational Therapists, 2004) 
 Compulsory CPD policy creates opportunities for 
implementing activities related to EBP (Health 
Professions Council of South Africa, undated) 
 Increasing number of EBOT resources, e.g. critically 
appraised papers, internet sites and books 
(Bennett et al., 2006) 
 Increasing number of occupational therapy 
systematic reviews and research articles (Illott et 
al., 2006) 
 Changes in the conceptualisation of occupational 
therapy practice (Galvaan, 2006, Watson, 2004) 
requires different evidence and may act as a driver 
for discovering suitable ways of applying EBP 
 Poor occupational therapy research outputs 
(Crouch, 2001, Du Toit and Wilkinson, 2009, 
Joubert, 2005, Pitout, 2010, Watson and Fourie, 
2004b) 
 Poor evidence-based culture among SA 
occupational therapists (Fourie, 2004) 
 Lack of coordinated occupational therapy research 
priorities for SA (Pitout, 2010) 
 Relevance of research produced in well-resourced 
countries questioned (Joubert, 2005) 
 Gaps in available research relevant to occupational 
therapy practice globally (Bennett et al., 2007, von 
Zweck, 2004) and particularly for the health 
conditions and type of practice in SA 
 Different types of occupational therapy practice 
calls for different research designs (Bennett and 
Bennett, 2000, Humphris, 2005, Tickle-Degnen and 
Bedell, 2003) – emphasis has been on randomised 
controlled trials (RCTs) and systematic reviews of 
RCTs (Taylor and Savin-Baden, 2001) 
Healthcare 
system 
 Context provides opportunities for innovation due 
to changes in the health system (Garner et al., 
1998) 
 Development of a national list of health research 
priorities (Lutge et al., 2008, Schneider, 2001, 
Singh, 2004) 
 Planned roll-out of computers and internet access 
in public health facilities 
 Demands for changes in practice resulting from the 
changes in the health system (Duncan et al., 2005, 
Watson, 2004) 
 Recognition of the role of EBP in improving 
healthcare may act as an incentive for its 
implementation (Dans and Dans, 2000a, Dans et 
al., 2004, McMichael et al., 2005, Nchinda, 2002, 
Volmink et al., 2001) 
 Inequitable resource allocation between public 
and private health sectors, across provinces and 
urban/rural areas (Harrison, 2009) 
 Weaknesses in health systems management 
(Harrison, 2009) 
 Poor infrastructure to support EBP (Harrison, 2009) 
 Limited resources in public health services 
(Harrison, 2009) 
 Staff shortages (Lehrman, 2008)  
 Low therapist-to-population ratio (Watson and 
Fourie, 2004a, World Federation of Occupational 
Therapists, 2010) 
 Mismatches between evolving occupational 
therapy practice paradigms and contextual drivers 
for primary health care16 
 Failure to provide access to appropriate research 




 Larger facilities have access to the internet and 
academic libraries (Joubert, 2005) 
 High workloads and limited time for EBP (Joubert, 
2005) 
 Access to the internet, electronic database and 




 CPD policy provides opportunities to offer EBP 
training (Fourie, 2004) 
 Limited EBP training opportunities (based on my 
own investigation) 
Practitioner  Requirement to accumulate CPD points in order to 
remain registered (Health Professions Council of 
South Africa, undated) acts as an incentive for EBP 
 Limited training opportunities in EBP therefore 
knowledge and skills likely to be low 
 Lack of access to the internet, electronic database 
and academic libraries (Duncan and Alsop, 2006) 
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1.6 Thesis structure 
Terminology used in this thesis is explained, the research questions, aims and objectives, 
presented and an outline provided of the chapters in the remainder of the thesis.  
1.6.1 Explanation of terminology 
Based on its per capita gross national income (GNI), SA is classified as an ‘upper-middle income’ 
economy (The World Bank Group, 2010a), but this classification fails to reflect the vast 
disparities evident across the different sectors of society. The population distribution by age 
and gender represents that of a developing rather than an industrialised17 country with a 
relatively large percentage of children aged 14 years or younger and a low percentage of people 
of 65 years or older (Statistics South Africa, 2005). As resource issues impact on the delivery of 
quality health care in the public health system, the term ‘resource-constrained’ rather than 
‘upper-middle income’ country is used throughout this thesis to describe SA. 
 
The studies in this thesis are situated within a biomedical orientation to practice in the health 
sector rather than a development orientation straddling different service sectors. Evidence-
based practice is viewed as one way of contributing to current initiatives to improve the quality 
of services in the public sector (Department of Health, 2008). Exploring the implementation of 
EBP within the health sector also increased the likelihood of finding relevant and appropriate 
research for practice because of the greater availability of research supporting biomedically-
orientated occupational therapy practice. For this reason, the language used in this thesis is 
purposely related to health as reflected in the use of the term ‘patients’ rather than ‘clients’. 
This orientation is also reflected in terms such as ‘treatment’ and ‘clinical’. As the type of 
research design used in EBP depends on the questions being asked, ‘evidence’ was 
conceptualised to incorporate all forms of research design (Bennett and Bennett, 2000, Herbert 
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et al., 2005, Taylor, 2007) rather than purely quantitative designs. However, the emphasis of 
the educational intervention in Chapter 8 was on evidence supporting effective interventions. 
 
Several terms are used in the literature ‘to describe the concept of moving knowledge into 
action’ (Graham et al., 2006, p 13). Different terms are used by different disciplines (Estabrooks 
et al., 2006) and the lack of consistent definitions has resulted in them being used 
interchangeably (Graham et al., 2006). The most commonly used terms include knowledge 
translation, knowledge transfer, knowledge exchange, research utilisation, implementation, 
diffusion and dissemination (Estabrooks et al., 2006, Graham et al., 2006). ‘Knowledge transfer’ 
was considered most congruent with the rationale for the thesis which was to share 
information and develop knowledge and skills for implementing EBP (Graham et al., 2006). 
‘Knowledge translation’ was initially deemed appropriate for the interactive intervention in 
chapter 8, but relates more to interventions addressing specific knowledge to practice gaps 
while education is considered a transfer strategy (Graham et al., 2006). The terms ‘knowledge’, 
‘skills’, ‘attitudes’ and ‘behaviour’ are used to capture the outcomes of interest and are defined 
in the Glossary of terms.  
 
1.6.2 Research questions, aims and objectives 
The paucity of publications on EBP in the SA occupational therapy literature suggests a lack of 
engagement with this topic. To identify the need for appropriate action, information about 
occupational therapists’ knowledge, attitudes, and current use of EBP was required. The first 
priority was to gather this information. Given the limited training opportunities, knowledge and 
skills were assumed to be low suggesting the need for some kind of intervention. The second 
part of the research therefore focussed on identifying the most suitable intervention for 
improving knowledge, attitudes and behaviour and testing its effectiveness in the SA context. 
 















1. What perceptions, skills and knowledge do occupational therapists in SA have about EBP, to 
what extent are they applying it, and to which sources of information do they have access? 
2. What type of intervention is most suited to the needs of occupational therapists in SA and 
how effective is it for increasing knowledge, attitudes and behaviour regarding EBP?  















Table 3: Aims, objectives and rationale for the different studies in the thesis 
Aim Study no. Objective Rationale 
To determine the 
perceptions, skills and 
application of EBP in a 
representative sample of SA 
occupational therapists, and 
to ascertain whether they 
had adequate access to 
information sources 
required for EBP 
1 1. Determine whether demographic and practice profile influenced EBP behaviour 
2. Determine whether respondents had adequate access to EBP information sources by 
investigating what was currently available 
3. Establish perceptions of EBP and determine whether these influenced behaviour 
4. Ascertain the proportion of respondents with EBP training and determine training 
needs and preferences 
5. Determine confidence in EBP skills 
6. Establish success in finding and applying EBP 
7. Generate a profile of characteristics of respondents who were successful in finding 
and applying evidence 
Several studies investigating the knowledge, 
attitudes and application of EBP by occupational 
therapists have been conducted in upper-income 
countries (Australia, Canada, the US and the UK). It 
cannot be assumed that the findings from these 
studies can be generalised to resource-constrained 
countries. To inform action plans for implementing 
EBP, baseline data was required. This would also 
contribute to the occupational therapy literature. 
To identify, modify or 
develop instruments to 
evaluate EBP knowledge, 
attitudes and behaviour, 
and to establish their 
psychometric properties 
2 1. Establish face validity 
2. Determine reliability, namely internal consistency, inter-rater and test-retest reliability 
3. Establish internal consistency 
4. Calculate responsiveness of numerical instruments 
As a RCT had not previously been done in this 
context, a systematic review was conducted to 
identify instruments with sufficiently robust 
properties for evaluating the trial outcomes. While 
the plan was to use existing instruments, it was 
acknowledged that the study context might require 
some modifications to ensure the instruments’ 
appropriateness and applicability. 
To investigate the 
effectiveness of two 
educational interventions 
(interactive or didactic) in 
increasing EBP knowledge, 
attitudes and behaviour in a 
group of occupational 
therapists in the Western 
Cape 
3 1. In a sample of occupational therapists in the Western Cape to: 
 Establish baseline EBP knowledge, skills and behaviour; 
 Establish readiness to implement EBP; 
 Determine the sources of information available to support EBP; 
 Establish the extent to which current practice was based on evidence. 
2. To determine whether there were any significant changes between baseline and 12 
weeks and to compare the extent of change between the two groups in: 
 EBP knowledge, attitudes and behaviour; 
 Readiness to implement EBP; 
 The extent to which current practice was based on evidence. 
3. To establish the impact of the intervention at 12 weeks by determining if there were 
any significant differences between the groups in: 
 EBP knowledge, attitudes and behaviour; 
 Readiness to implement EBP; 
 The extent to which current practice was based on evidence; 
 Perceived barriers and supports to EBP. 
4. To determine the feasibility of conducting a high quality RCT in a group of 
occupational therapists in the public health service of the Western Cape Province, SA. 
In the absence of published RCTs to test the 
effectiveness of educational interventions to 
improve EBP knowledge, attitudes and behaviour in 
occupational therapists in a resource-constrained 
context, a pilot RCT was conducted. The educational 
intervention was informed by systematic reviews 
found in The Cochrane Library. Examination of these 
reviews suggested that interactive educational 
interventions were most effective for changing 
behaviour. There was inconclusive evidence about 
the effectiveness of educational meetings compared 
with other interventions but the reviewers surmised 
they were likely to be similar to interventions such as 
educational outreach and audit and feedback. As no 
RCTs had been conducted with this population it was 
not known whether a trial was feasible in this 
setting. To ensure the findings could be applied in 
‘usual’ settings where occupational therapists in the 
public health service worked, a pragmatic trial was 
conducted because of the flexibility inherent in this 
design to accommodate different service sites and 
participants. The trial would inform the need for a 
















1.6.3 Outline of chapters 
Chapter two presents a brief history of the origins and development of EBP with an 
emphasis on its implementation within occupational therapy. Chapter 3 is a 
systematic review of occupational therapy studies investigating EBP knowledge, 
skills, attitudes or behaviour. This review informed the selection of the data 
collection instrument used for a national SA occupational therapy survey. Chapter 4 
reports on Study 1, a survey conducted to determine EBP perceptions, skills, 
application and access to information sources in a representative sample of SA 
occupational therapists. The survey findings were used to determine training needs 
and to inform the content of the intervention reported in chapter 8. Chapter 5 
outlines a systematic review of instruments measuring EBP knowledge, attitudes and 
behaviour used in studies of occupational therapists. The review was used to identify 
suitable instruments to evaluate the outcomes of the RCT reported in Chapter 8. 
Chapter 6 (Study 2) describes the process of modifying and testing the outcome 
instruments for the RCT to determine their psychometric properties. Chapter 7 
reviews the literature on RCTs with particular attention to determining the quality of 
trials and evaluating risk of bias. Chapter 8 (Study 3) presents a RCT investigating the 
effectiveness of an interactive educational intervention compared with a didactic 
intervention in increasing EBP knowledge, attitudes and behaviour in a group of 
occupational therapists in the public health service of the Western Cape Province of 
SA. Chapter 9 concludes the thesis by summarising the main findings and 
recommendations arising from the three studies. 
 
1.7 Summary 
This chapter acknowledged the expectation for health professionals to base their 
practice on research evidence. It also exposed the implementation of EBP as an 
elusive goal. The call to promote EBP to strengthen health systems in developing 
countries and an international drive to facilitate the implementation of EBP in 
occupational therapy provided the impetus for examining appropriate ways in which 














need for this research was the limited activity with regard to EBP in occupational 
therapy in SA compared to countries such as Australia, Canada, the UK and the US. 
To contextualise the study, information pertaining to health status in SA and issues 
related to the SA health system and the occupational therapy profession was 
presented. Potential facilitators and hindrances to EBOT were identified and
discussed with reference to the literature. Acknowledging the differences between
the SA healthcare context, with the overwhelming health challenges arising from the 
quadruple burden of disease and the ensuing demands on service delivery, and that
of developed countries in which EBOT was being implemented, suggested the need
for research to discover effective ways of preparing occupational therapists to
deliver evidence-based services. Considering the lack of publications on EBP by 
occupational therapists in resource-constrained countries, the research would
contribute a different perspective to the body of knowledge available to promote 
and support the development of EBOT (Bennett et al., 2006, Coster, 2005, Illott et 
al., 2006). The terminology used in this thesis was explained and the research
questions, aims and objectives presented. Lastly, the structure for each chapter of
the thesis was outlined. The literature reviewed to provide the background















Chapter 2: Literature review - The development of EBP 
and its implementation in occupational therapy 
 
2.1 About this chapter 
This chapter is a systematic review of the background literature for this thesis. The 
chapter is organised into three main sections. The first section traces the origins of 
evidence-based medicine (EBM) as the forerunner of evidence-based practice (EBP), 
and discusses its philosophical assumptions about what constitutes knowledge. The 
second section explores the philosophy of occupational therapy and its impact on 
the way EBP is applied. The third section examines the complementarities between 
the philosophy behind EBP and those of occupational therapy, with a view to 
identifying potential disjuncture between the two, and how EBP needs to be applied 
for occupational therapy to remain true to its philosophy.  
 
Literature relevant to the three studies contained in this thesis is reviewed in the 
chapter preceding each study. 
 
2.2 Method of conducting the literature search 
This literature review used a systematic approach. This entailed consulting a librarian 
to determine the most effective way of conducting the searches to ensure that 
relevant literature was accessed, selecting suitable articles for the review and 
appraising these articles. Details for each step of this process are described in detail.  
 
2.2.1 Criteria for considering studies for this review 
Selection criteria were developed to identify relevant articles. For the first section on 
the history and development of EBM, articles had to provide information about the 
origin, history or the philosophical foundations of EBM. Articles for the second 
section on the adoption of EBP by occupational therapy had to discuss the history of 















implications of adopting EBP. The third section required articles to explore the fit 
between EBP and occupational therapy in terms of its philosophy or the challenges 
of implementing EBP in occupational therapy. 
 
2.2.2 Search methods 
Pubmed18 and CINAHL19 (via EBSCOhost)20 were selected as the most appropriate 
databases for locating articles on the topics outlined for this literature review. The 
search strategies are available in Appendix I.  
 
2.2.3 Data collection and analysis 
Citations for identified articles were printed and duplicates removed manually. The 
review author screened the titles and abstracts of all identified articles and removed 
studies that were obviously not relevant. Full text reports of the remaining studies 
were retrieved and inclusion criteria applied to select relevant articles. Five full text 
reports were unavailable in SA so were excluded. 
 
2.3 Search results 
Results for each search are shown using the Preferred Reporting Items for 
Systematic Reviews and Meta-Analyses (PRISMA) flow diagram (Moher et al., 2009). 
Articles unavailable i  SA were excluded due to the high costs in obtaining them.  
 
                                                     
18
 The US National Library of Medicine database which contains ‘citations for biomedical literature 
from Medline, life science journals and online books’ (Pubmed home). 
19
 CINAHL is a database that indexes ‘journals from nursing and allied health’ (Nursing and allied 
health literature CINAHL via EBSCOhost). 
20
 EBSCOhost houses a wide range of databases, one of which is CINAHL. It allows several databases to 
















2.3.1 Search 1: Origin and development of EBP 


















Figure 1: Flow chart for article selection for search 1 
 
2.3.2 Search 2: Philosophy of occupational therapy 
The process of selecting appropriate articles is shown in Figure 2. 
  
Potentially relevant articles 
(N=135) 
Excluded by title and abstract 
(N=124) 
Potentially relevant articles 
(N=11) 
Excluded by full text (N=2) 
Full text unavailable (N=2) 







































Figure 2: Flow diagram for article selection for search 2 
 
2.3.3 Search 3: Adoption of EBP by occupational therapy 
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Figure 3: Flow chart for article selection for search 3 
 
2.4 Results and Discussion 
The results for each section of this review will be presented and discussed 
separately. 
 
2.4.1 Philosophical foundations of evidence-based practice 
The term ‘EBM’ first appeared in the literature in 1992 (Aravind and Chung, 2010) 
but its origins have been traced back to ancient times (Claridge and Fabian, 2005). 
Over the centuries it has evolved considerably with the impetus for ‘modern day’ 
EBM appearing to have arisen from concerns about practice variation, greater 
variety in diagnostic and therapeutic options, an increased culture of shared 
decision-making with patients and an appreciation of the complexity involved in 
Excluded by title and abstract 
(N=38) 
Potentially relevant articles 
(N=12) 
Full text unavailable (N=2) 
Relevant (N=10) 
Potentially relevant articles 
(N=25) 






















decision-making (Elstein, 2004). While most attention has been paid to the work of 
Archie Cochrane and David Sackett, its principles were already being applied by 
Florence Nightingale over a century earlier (Aravind and Chung, 2010).  
Archie Cochrane, a British epidemiologist, is credited as the first person to stress the
importance of RCTs for determining the effectiveness of interventions (Claridge and
Fabian, 2005). Cochrane’s rationale was based on the premise that as healthcare
resources are limited they should be allocated to interventions shown to be the most
beneficial. His promotion of RCTs to inform decision-making has formed the 
foundation of the EBM movement (Aravind and Chung, 2010). His work led to the
establishment of the Cochrane Centre in the UK, now known as The Cochrane 
Collaboration (Claridge and Fabian, 2005, Herbert et al., 2005). 
The Cochrane Collaboration was formed in 1993 to address the gap between
knowledge generated through research and the application of this knowledge in
practice (Pollock, 1998). The Collaboration is an international non-profit organisation
providing access to up-to-date information about the effects of healthcare 
interventions globally (Claridge and Fabian, 2005, Palmer and Brice, 2005). The 
Collaboration is dedicated to the systematic process of locating, appraising, 
synthesising and disseminating information relating primarily to RCTs about
healthcare interventions (Claridge and Fabian, 2005, Hayes and McGrath, 1998,
Palmer and Brice, 2005). The Collaboration also generates high quality systematic
reviews of RCTs produced by volunteer health professionals who work in one of a 
number of collaborative review groups (Claridge and Fabian, 2005, Taylor, 2007). To
ensure the relevance of the systematic reviews, a variety of people, including lay 
people and health professionals from all disciplines, are encouraged to participate 
(Hayes and McGrath, 1998). 
David Sackett, through his involvement in developing a new medical curriculum at 
McMaster University in Canada, has similarly had a profound impact on the 















2005). This early definition recognised the involvement of ‘current best evidence’ to 
make decisions about health care while being mindful of patient preferences 
(Sackett et al., 1996). From this brief history, it is evident that EBM is strongly 
positioned in science and RCTs (Elstein, 2004). Cresswell (2003) stated that strategies 
of inquiry are based on assumptions about what constitutes knowledge and how it 
becomes known. To understand ‘the implications of how EBP is interpreted and 
understood’ the inherent assumptions that informed the development of EBP should 
be scrutinised (Whiteford, 2005). Therefore, the assumptions held by ‘science’ as a 
strategy of inquiry must be examined. Science, or experimental research, is based on 
a positivist, empirical approach that regards knowledge as ‘part of a reality that is 
separate and independent from individuals and that is verifiable through the 
scientific method’ (DePoy and Gitlin, 2005, p 24). Knowledge is logical and is 
generated objectively through unbiased measurement of the phenomenon under 
investigation (Cresswell, 2003, DePoy and Gitlin, 2005, Higgs and Smith, 2006). 
Furthermore, positivism is also reductionist in that phenomena can be broken down 
into smaller parts that can be tested (Cresswell, 2003, DePoy and Gitlin, 2005).  
 
2.4.2 The philosophy of occupational therapy 
Early pioneers of the occupational therapy profession recognised the value of 
occupation in achieving health and well-being (Meyer, 1977, West, 1968). The focus 
on achieving health and participation through engagement in occupations is unique 
to occupational therapy (American Occupational Therapy Association, 2008). This 
focus gives rise to the core beliefs of the profession namely ‘the positive relationship 
between occupation and health and a view of people as occupational beings’ 
(American Occupational Therapy Association, 2008, p 625). These beliefs require the 
client-therapist relationship to a collaborative one in which therapists bring their 
knowledge about the contribution of occupation to health and well-being, while 
‘clients bring their life experiences and their hopes and dreams for the future’ 
(American Occupational Therapy Association, 2008, p 647). A spectrum of practice 















participation and social justice (Whiteford and Wright-St Clair, 2005) requires 
evidence that spans both medical and social sciences. 
 
2.4.3 Implementing EBP in Occupational Therapy 
Despite positivity towards EBP, the occupational therapy profession has experienced 
practical and conceptual challenges to its implementation (Bennett et al., 2006). 
While the basic principles of EBM have been acknowledged to apply to occupational 
therapy (Egan et al., 1998), several articles in the occupational therapy literature 
have identified fundamental differences in the philosophy and values of occupational 
therapy and medicine and highlighted the differences in applying EBP in occupational 
therapy (Egan et al., 1998, Ottenbacher et al., 2002). Warnings have been given 
about accepting EBP without considering the potential impacts it may have on the 
profession (Ballinger and Wiles, 2001, Ducret and Mareda, 2007) and therapists have 
been urged to ‘be proactive in contributing to the continual evolution of EBP’ 
(Ballinger and Wiles, 2001, p 255). At the heart of this debate is concern that 
adopting EBP as conceptualised for medicine will result in occupational therapy 
‘suffer*ing+ the unintended consequence of sidelining important dimensions of our 
practice … and unintentionally nurturing a deterministic practice, thereby furthering 
the dominance of biomedical approaches in human health’ (Cusick, 2001, p 110). 
 
2.4.3.1 What is regarded as evidence in EBP? 
While EBM has made a substantial contribution to making research information 
available to healthcare practitioners and facilitating the interpretation of study 
findings, its failure to incorporate evidence generated through research 
methodologies other than experimental studies has been widely criticised (Ballinger 
and Wiles, 2001, Cusick, 2001, Hyde, 2004, Joubert, 2005, Taylor and Savin-Baden, 
2001, Whiteford, 2005, Wyer and Silva, 2009). According to Elstein (2004, p S187) by 
‘minimizing the role of subjective beliefs and values, and by *making+ clinical 
decision-making appear relatively effortless’ EBM has been made attractive. The 















ranked at the top of the evidence hierarchy (Centre for Evidence-based Medicine, 
2011). While Sackett (1997, , 1996) pointed out that EBM was not restricted to RCTs 
and that the best evidence should be used to answer the clinical question, the 
examples he provided used research designs founded in positivism.  
 
Kinsella and Whiteford (2009) argued that implicit in the way EBP has been practiced 
are value judgements about what is considered best evidence. They asserted that 
the emphasis on quantitative research ‘represent*s+ a potential threat to the 
autonomy and integrity of occupational therapy in the future’ (Kinsella and 
Whiteford, 2009, p 255). Over-reliance on ‘objective’ evidence ascribes greater value 
to statistics rather than individual narratives which runs counter to the client-centred 
approach of occupational therapy (Hyde, 2004, Whiteford, 2005). In response to this 
concern, several occupational therapists have advocated for the profile of qualitative 
research to be raised (Ballinger and Wiles, 2001, Cusick, 2001, Hyde, 2004, Taylor 
and Savin-Baden, 2001, Whiteford, 2005). In the view of Hammell (2001) and 
Whiteford (2005) qualitative research is valuable because it captures information 
from the client’s perspective. Valuing traditional experimental research more highly 
than other forms of evidence perpetuates the power relationship between 
researcher and participant and reinforces the experience of alienation and not 
feeling heard (Hammell, 2001, Joubert, 2005). Conversely, such criticisms of RCTs 
imply a devaluing of intervention studies (Illott, 2004). 
 
Eva and Paley (2004) disputed such criticisms of quantitative research arguing that 
numbers provide a different way of understanding just as thick qualitative 
descriptions do. They disagreed with the notion that quantitative researchers are 
‘committed to the quantitative paradigm and the implausible philosophical theory 
that quantification is all there is’, concluding instead that both quantitative and 
qualitative paradigms can provide answers to certain questions and make a 
contribution to the range of evidence available (Eva and Paley, 2004, p 48). 
Considering the complexity of occupational therapy interventions, Lee and Miller 















making process. Others have similarly called for equal valuing of all research 
paradigms and designs acknowledging their potential for informing occupational 
therapy practice (Lee and Miller, 2003, Tickle-Degnen and Bedell, 2003). Such a 
repertoire of potential sources of knowledge has been suggested as being more 
compatible with the beliefs and values of the occupational therapy profession (Blair 
and Robertson, 2005). Taking this approach to EBP would ensure that the research 
needed for practice would be conducted and that the evidence for developing and 
sustaining occupational therapy services would be available (von Zweck, 2004). 
 
Reagon et al (2008) argued for the acceptance of other forms of evidence, such as 
client values, clinical experience and contextual factors, in addition to research 
evidence. This is similar to the concept of ‘wise practice’ which has been suggested 
as more congruent with the way in which occupational therapists practice (Kinsella 
and Whiteford, 2009). This kind of practice has been perceived as encompassing ‘a 
synthesis of evidence derived from different sources and experience, as applied 
within a particular context, and with a particular person or persons’ (Kinsella and 
Whiteford, 2009, p 255). While the importance of the client’s perspective, 
professional expertise and context is not negated, research evidence should be used 
in combination with these factors to arrive at the best possible decisions about client 
care (Hoffmann et al., 2010). 
 
The value of both qualitative and quantitative research methodologies has been well 
supported in the occupational therapy literature with the emphasis being on 
selecting the most relevant research rather than its level (Hyde, 2004, Taylor and 
Savin-Baden, 2001, Walker, 2003, Whiteford, 2005). To this end, alternative 
hierarchies for different types of questions are available (Bennett and Bennett, 2000, 
Bluhm, 2005, Evans, 2003) including those for qualitative research (Daly et al., 2007). 
Tickle-Degnen and Bedell (2003, p 234) took the position that the hierarchy of 
evidence should not be used to the exclusion of all other ‘relevant, valid and 
available research evidence for clinical decision making’. Instead they proposed a 















different types of research studies to gather information to answer a variety of 
questions that may be asked by a client or therapist. Along similar lines, Humphris 
(2005) proposed a continuum of evidence and Whiteford (2005) expanded this 
notion by adding knowledge and expertise to thereby allocating equal value to all 
types of evidence. Before the advent of EBP, health professionals were more reliant 
on expertise and client information (Hoffmann et al., 2010), both of which may be 
subject to bias. Evidence-based practice has afforded a greater appreciation of the 
role of research in informing the best possible intervention for clients. Therefore, 
EBP empowers both clients and practitioners to make informed decisions based on 
high-quality evidence rather than being solely reliant on the practitioner’s 
experience which may be subject to bias.  
 
The lack of a full explanation on how to integrate information from research studies 
into clinical practice prompted Wyer and Silva (2009) to suggest a more appropriate 
model of EBM as one in which shared decision-making was accorded more 
importance with external evidence playing a subsidiary, albeit important role (Wyer 
and Silva, 2009). While this view of EBP may be consistent with the client-centred 
approach of occupational therapy (Egan et al., 1998, Taylor and Savin-Baden, 2001), 
EBP was developed in response to the concern that health practitioners were 
conscientious about obtaining information from patients and using professional 
expertise but less so in using research to inform clinical decision-making (Hoffmann 
et al., 2010). To ensure that clients are given the best possible treatment, evidence 
must be given a prominent position but should be used in conjunction with clients 
perspectives, contextual factors and professional expertise (Hoffmann et al., 2010). 
In this thesis, ‘evidence’ refers specifically to research, which should be appropriate 
for the question being asked, and may therefore incorporate different study designs 
across both quantitative and qualitative paradigms. As described by Hoffmann et al 
(2010), this evidence should not be used in isolation but should be considered 















2.4.3.2 Client-centred practice, context and EBP
A potential lack of congruence between EBP (with its reliance on quantitative 
evidence) and the philosophical roots of client-centred occupational therapy practice 
has been raised in several articles (Ballinger and Wiles, 2001, Blair and Robertson, 
2005, Ducret and Mareda, 2007, Hammell, 2001, Lee and Miller, 2003). The 
commitment of occupational therapists to client-therapist collaboration has resulted
in some disquiet about the possibility that EBP could ‘result in non-empathetic, 
depersonalized, mechanistic intervention’ (Cameron, 2009, p 54). The importance of
the client’s perspective in EBP has been emphasised by several authors (Cameron,
2009, Hoffmann et al., 2010). Additionally, as occupational therapy intervention
occurs in a specific context, EBP must acknowledge these contextual factors (Lee and
Miller, 2003). Consequently, the client’s perspective and understanding of the
context of the intervention needs to be considered together with research evidence 
to ensure that the best course of action is chosen (Cameron, 2009). This includes the
cultural context within which occupational therapy interventions are provided
(Ballinger and Wiles, 2001). The importance of context in EBP has been affirmed by 
Hoffmann et al (2010) who included it as a fourth component in their definition of
EBP. Client-centred EBOT requires therapists to incorporate indigenous ways of
knowing into their decision-making in order to provide best practice (Nicholson, 
2006). This requires therapists to interpret research findings generated in a different
context and integrate this with their understanding and experience of indigenous
knowledge systems to provide the most effective intervention. Appreciation of the
cultural context presents the added challenge of considering how indigenous 
knowledge may be incorporated as a type of evidence (Joubert, 2005, Nicholson,
2006). 
2.4.3.3 Professional expertise 
Of additional concern is the implied under-valuing of professional expertise through 
its ranking at the lowest level on the evidence hierarchy. This has resulted in a call 















outlined by Sackett (Taylor and Savin-Baden, 2001). Law and Baum (1998) pointed 
out that EBP does not ignore the importance of the client’s perspective or the 
therapist’s expertise, but rather places more emphasis on applying research 
knowledge in practice along with clinical judgement and consideration of client 
preferences. In occupational therapy, professional experience is recognised and 
valued as a component of the complex reasoning process that occurs in practice 
along with knowledge and research evidence (Whiteford, 2005). The consensus 
statement from an international conference for evidence-based healthcare teachers 
and developers (Dawes et al., 2005) identified the three elements of clinical decision-
making as research evidence, professional knowledge and client opinion. The choice 
of words ‘evidence-based’ implies that evidence should be part of the practitioner’s 
knowledge base which should be shared with patients so that an informed decision 
can be made as reflected in the words ‘informed by … knowledge of those providing 
care’ (Dawes et al., 2005). Understanding evidence as part of the practitioner’s 
professional experience that is used together with in ut from the client and the 
therapist’s expertise, upholds the core occupational therapy value of a collaborative 
relationship between therapist and client (American Occupational Therapy 
Association, 2008). This conceptualisation of EBP is affirmed by the consensus 
definition that decisions are made by ‘those receiving care, informed by the tacit and 
explicit knowledge of those providing care’ (Dawes et al., 2005) (underlining added 
for emphasis).  
 
2.4.3.4 Evidence-based occupational therapy 
Two statements about EBOT, that demonstrate how EBP may be conceptualised to 
align with the philosophical beliefs underpinning occupational therapy, are 

















Table 4: Statements on evidence-based occupational therapy (EBOT) 
‘Evidence-based occupational therapy (EBOT) is the ‘client-centred enablement of occupation based on client 
information and a critical review of relevant research, expert consensus and past experience’ (Canadian Association of 
Occupational Therapists (CAOT) et al., 2009). 
‘Evidence-based occupational therapy is the systematic consideration of information from multiple sources in clinical 
decision-making. Information is critiqued for its reliability and relevance to the situation at hand, and applied to practice 
in conjunction with the client within a client-centred, occupational therapy paradigm. Evidence-based practice also 
involves the development of occupational therapy’s theory base which, in due course, partially informs these decisions. 
The approach is not a directive one, but rather serves to illuminate information-rich choices for clients and their 
therapists’ (Reagon et al., 2008, p 435). 
 
Throughout this thesis, the term ‘EBOT’ will be used to convey the way in which EBP 
is conceptualised and applied to the practice of occupational therapy. 
 
2.4.3.5 Practical challenges 
Despite the obvious benefits of EBOT, numerous barriers to its implementation have 
been reported (Dubouloz et al., 1999, Lloyd-Smith, 1997, Pain et al., 1996, Upton, 
1999c), the most common being lack of time and lack of skill (Bennett et al., 2003b, 
Curtin and Jaramazovic, 2001, Dysart and Tomlin, 2002, Humphris et al., 2000, 
McCluskey, 2003b). In response to these challenges, an international EBOT 
conference was held in 2004 to draw on the collective expertise of occupational 
therapists globally and to develop action plans to ‘improve resources for evidence-
based occupational therapy education and practice’ (Coster, 2005, p 357). While 
countries such as the UK have adopted a systemic approach in which ‘a whole 
system of service improvement across primary, secondary and community care’ has 
been implemented in an effort to ensure that evidence is disseminated and applied 
in practice (Illott, 2003, p 351), not all countries have the infrastructure or resources 
to support this. A more recent proposal encompasses taking a global approach to 
implementing EBOT entailing international collaboration to create more evidence, 
ensure occupational therapy knowledge is freely available and, implementing actions 
to use existing evidence (Illott et al., 2006). 
 
Considerable effort has been directed towards developing resources to facilitate the 















journal columns, such as the evidence-based practice forums in the American Journal 
of Occupational Therapy (AJOT), have been published; websites of resources guiding 
therapists in the steps of EBP have been developed (McMaster University School of 
Rehabilitation Science, 2008); and, a web portal containing resources to support the 
teaching and application of EBOT established (Law and Bennett, 2011). Accepting 
that time and lack of skill to find and appraise research articles affects many 
occupational therapy practitioners, several initiatives have focused on providing easy 
access to relevant evidence. For example, the development of OTseeker, an 
occupational therapy evidence database, addresses the difficulty of finding and 
appraising relevant articles (Bennett et al., 2003a, McKenna et al., 2004). Access to 
critically appraised topics (CATs) and critically appraised papers (CAPs) has been 
made possible through the OTCATS website (McCluskey, 2003a). Of noteworthy 
mention are efforts enabling free access to evidence sources to occupational 
therapists globally through OTseeker and OTCATS. Further discussion of resources 
available to support EBP have been presented elsewhere (Bennett et al., 2006, 
Coster, 2005, Lieberman et al., 2003). In addition, many occupational therapy 
education programmes across the world include EBP in their curricula to ensure 
graduates are equipped with the skills for EBOT (Bennett et al., 2006). 
 
Difficulty implementing EBP has been attributed partly to the paucity of evidence to 
inform occupational therapy practice, variations in research that prevent the 
synthesis of results, and poor methodological rigour (Hayes, 2000, Illott, 2004). 
Additionally, a substantial amount of occupational therapy research is never 
published and while it may be available, it is not accessible (Taylor, 1997). In some 
areas of occupational therapy, evidence is so limited that it precludes EBP. This is 
often the case with conditions prevalent in resource-constrained countries. 
Strategies to overcome these barriers include using research from other professions 
(Hayes, 2000, Lloyd-Smith, 1997); ensuring that clinicians are equipped to interpret 
and apply research; and, drawing on the tools developed by the Cochrane 

















The literature reviewed in this chapter identified a potential disjunction between the 
philosophical underpinnings of EBM and those of occupational therapy. While EBM 
was originally more reliant on positivist research paradigms, several articles were 
presented that advocate drawing on the most appropriate research design to inform 
practice. Although some have criticised EBP for undervaluing the client’s perspective 
and the roles of context and clinical experience, it was acknowledged that in order to 
provide the best possible intervention to clients, research needs to form the basis for 
decision-making. Definitions of EBP make it clear that research evidence should be 
used in combination with clinical expertise, contextual information and client 
perspectives as all these elements play an important role in the decision-making 
process.  
 
Despite the willingness of occupational therapists to incorporate evidence into their 
practice, practical challenges such as lack of time and lack of skills are barriers to its 
implementation. In response, much effort has been placed on conducting research, 
disseminating information and developing suitable resources to enable occupational 















Chapter 3: Systematic review of occupational 
therapists’ EBP knowledge, attitudes and behaviour 
3.1 Background
Occupational therapists around the world are being encouraged to adopt EBP and
much effort has been directed towards research into different aspects of EBP to
gather data and understanding about how best to get evidence into occupational 
therapy practice. The implementation of EBP, however, is largely dependent on
occupational therapy practitioners having the knowledge and skills to do so, and
along with this, positive attitudes towards it. To plan strategies aimed at getting 
evidence into practice, information is also needed on the extent to which
occupational therapists are using evidence in their practice. While several studies 
have been done in different countries around the world, to date there has been no
systematic review focussed on occupational therapists’ knowledge, skills and
attitudes towards EBP. Such a review would prove invaluable not only for
summarising research conducted in this area, but also for informing the profession
about its global readiness to become evidence-based. It would also describe the
progress made towards becoming an evidence-based profession by tracking changes 
over the past decade. This chapter presents a systematic review that synthesises 
information from studies on occupational therapists’ knowledge, skills, attitudes and
behaviour with regard to EBP. The review addressed the following questions: 
1. What attitudes or perceptions do occupational therapists have about EBP?
2. What is the level of EBP knowledge and/or skills among occupational therapists?
3. To what extent are occupational therapists using EBP?
3.2 Methods 
The selection criteria, search methods and methods of collecting and extracting data 
















3.2.1 Criteria for considering studies for this review  
3.2.1.1 Types of studies 
Descriptive cross-sectional studies with survey designs or qualitative studies that 
investigated the review questions were included.  
 
3.2.1.2 Types of participants 
Studies had to include qualified occupational therapists. Studies with rehabilitation 
therapists were included if occupational therapists were specified as participants. 
 
3.2.1.3 Types of outcomes 
Studies investigating different aspects related to EBP knowledge, skills, attitudes, and 
behaviour were included. Studies investigating barriers or enablers to EBP, or use of 
a specific database, were excluded unless they contained information about 
knowledge, attitudes or general application of EBP. In a review of several EBP 
studies, Nabulsi et al (2007) found that knowledge and skills were defined in various 
ways across the studies and incorporated a range of aspects such as knowledge of 
information sources, skills in accessing information, knowledge and skills in critical 
appraisal, statistics, knowledge about epidemiology and development of problem-
solving and clinical skills. They further concluded that researchers tended to confuse 
‘knowledge’ and ‘skill’ often using them interchangeably. For the purpose of this 
review, knowledge was defined as ‘the acquisition or awareness of facts, data, 
information, ideas or principles to which one has access through formal or individual 
study, research, observation, experience or intuition’ (Wojtczak, 2002, p 451) while 
‘skill’ was understood as the application of knowledge (Shaneyfelt et al., 2008). Skill 
is differentiated from behaviour in that skills are usually applied outside of the 
practice environment so might encompass practising a search or appraising an 
article, whereas behaviour relates directly to the actual practice environment. The 















views, perceptions, beliefs and intentions with regard to EBP (Nabulsi et al., 2007). 
The term ‘EBP behaviour’ was adopted for the current review to incorporate any 
aspect pertaining to applying evidence in practice.  
 
3.2.2 Search methods for identifying studies 
Seven electronic databases (Africa-wide: NiPAD, CINAHL, Health Source: 
Nursing/academic edition, MEDLINE, PsycARTICLES, PsycINFO and Pubmed) were 
selected as being most likely to include articles relevant for the review and were 
searched from their inception to July 201021. The first six databases were searched 
simultaneously with EBSCOHost. Details of search terms are available in Appendix I. 
Reference lists for all relevant articles were checked to identify other relevant 
articles. No attempt was made to identify unpublished materials. 
 
3.2.3 Data collection and analysis 
Citations for articles identified in the searches were imported into Endnote and 
duplicates removed. The PI screened the titles and abstracts of all articles and 
removed studies that were obviously not relevant. The full text of the remaining 
studies was retrieved and the inclusion criteria applied to select relevant articles. The 
full text for five articles was not available in SA so these studies were excluded from 
the review. Data was extracted from each article using a summary Table. 
 
3.3 Results 
A total of 415 potentially relevant citations were identified. After removal of 
duplicates, there were 333 potentially relevant articles. Articles were screened for 
eligibility and 29 fulfilled the inclusion criteria. The flow diagram explaining the 
selection process for the review is shown in Figure 4.  
                                                     
21
 For the initial study, a search was done in October 2003. This was updated in July 2010 for the 


































Figure 4: Flow chart of study selection 
 
3.3.1 Description of studies 
Of the 22 included studies, 20 used descriptive survey designs. Eighteen of the 20 
used postal questionnaires to gather data, while one used an online questionnaire 
and another asked participants attending a workshop to complete a questionnaire 
prior to its start. Two studies used qualitative designs, namely grounded theory and 
action research. Characteristics of included studies are summarised in Table 5. 
Studies are reported in chronological order according to year of publication. Only 




Potentially relevant articles 
(N=333) 
Excluded by title and abstract (N=304): 
      Population (n=13) 
      Study design/article type (n=289) 
      Outcome (n=2) 
EBSCOHost: Africa-Wide: NiPAD, CINAHL, Health source: 




Potentially relevant articles 
(N=29) Excluded by full text review (N=5) 
     Study design/article type (n=3) 
     Outcome (n= 2) 
Full text not available (N=5) 
Total excluded (N=10) 
Relevant (N=19) 
Additional articles found by reference 
lists (N=3) 















Table 5: Characteristics of studies investigating knowledge, attitudes and research application by occupational therapists 
Author 
(year) 










Outcomes measured Conclusion 
Upton 
(1999a)22 
Wales, UK 207 
 




Settings: not provided 
Survey (postal 
questionnaire  
(Upton and Lewis, 
1998 , p 451)) 
April –
July1997 
Self-reported knowledge of 
EBP 
Self-reported EBP skills 
Self-reported attitudes to EBP 
Knowledge rated low by >50%  
Technical skills rated lower than personal/interpersonal 
skills 
EBP rated as fundamental to practice by 80%  
Upton 
(1999b)1 
As above As 
abov
e 
As above As above As above As above Self-reported application of 
the 5 steps of EBP 
Self-reported application of 
different sources of evidence 
Results not reported for each profession. 
Involved patients in their care most frequently but rarely 
appraised literature 
Acted most on evidence from their own practice and least 



















Not reported Perceptions of EBP 
Experiences of using EBP 
EBP seen as a way of gaining insight and associated with 
research. All types of research activities perceived as 
important. Need for further research expertise expressed. 
Clinical experience viewed highly with scientific literature in 
second place, consultation with peers and other colleagues 
third and clients fourth. 











66 75 OTs in 7 acute NHS 






4 months in 
1998 
Attitudes to research 
Self-rated application of 
research to guide practice 
Availability of resources for 
EBP 
Positive attitudes to research application 
86% read research articles and 73% looked for research 
related to their practice but only 23% implemented research 
findings 
95% had library access and 53% had internet access 
  
                                                     
22
 Results reported for the entire group. Separate figures not reported for occupational therapists. 
23
 PDs: podiatrists 
24
 OTs: occupational therapists 
25
 SLPs: speech-language pathologists 
26































South West & 








(n=169, 34%) and social 





Not stated Views and perceptions of EBP 
Self-rated involvement in 
types of EBP activities 
Perceived EBP to be part of professional duty and a goal for 
OT 
Most frequent research-related activities were problem-
solving with colleagues, attending courses and reading 
journal articles. Fewer than 50% conducted searches of the 
















Setting: NHS (n=370, 
65%), social services 
(n=19, 3%), private 
practice (n=33, 6%), 
combination (n=51, 
9%), other (n=34, 6%) 
Survey (postal 
questionnaire 
(Closs and Lewin, 
1998, Metcalfe et 
al., 2000) ) 
1998 Perceived importance of 
research 
98% agreed that research is important for practice. Although 
51% felt treating patients was more important than reading 





UK 161 81 OTs registered with the 
National Association of 
Neurological 
Occupational Therapists 
working with adult 






Not stated Factors influencing 
knowledge of stroke 
treatment 
Frequency of using EBP with 
stroke patients 
Factors influencing the 
application of EBP 
Greatest influences on knowledge were working with other 
therapists (76%), attending postgraduate courses (61%) and 
using techniques that worked (61%) 
56% always or usually used evidence  
48% used custom and practice daily while none used 
research papers daily 
Factors influencing practice were relevance (53%), lack of 
EBP knowledge (38%) and time (31%) 
  
                                                     
27
 OTs: occupational therapists 
28
 SLPs: speech-language pathologists 
29
 PTs: physiotherapists 
30






























US 209 58 OT in the AOTA working 
in schools (n=52, 21%), 
rehabilitation facilities 
(n=44, 18%), hospitals 
(n=34, 14%), early 
intervention settings 
(n=27, 11%), skilled 
nursing facilities (n=27, 
11%), home health 
(n=20, 8%), mental 




designed by first 
author ) 
Spring 2000 Confidence in EBP skills




Access to EBP resources and 
frequency of use
59% had difficulty using electronic databases and only 33% 
were confident in appraisal 
54% felt research should be used more in practice 
Majority had access to all sources of evidence 
Journal articles and texts used most frequently and 
computer resources least. Having a Masters degrees and 
research experience were associated with greater use of 
electronic databases 






67 79 OTs attending an EBP 
workshop working in 
the public (n=49, 74%) 
or private (n=17, 26%) 
sectors 
Survey (adapted 
from Upton & 
Lewis (1998)) 




Access to the internet
Poor ability in first 3 steps of EBP; more confident in 
computer skills and evaluating practice 
Few had attended EBP education sessions 












328 54 OTs registered with 
AOTA31 working in 
hospitals (n=55, 17%), 
schools (n=52, 16%), 
rehabilitation 
corporations (n=19, 
6%), home health 





based on Kirk et  
al (1976) and 
McKee et al
(1987)) 
July 2000 Sources of knowledge used 
to guide practice 
Attitudes towards and 
application of research in 
practice 
Sources used most frequently to guide practice were 
continuing education and mentoring clinicians with the 
internet/Listserves32 being used least often 
Research was perceived to generate knowledge and as 
being useful, but there was less certainty about the 
usefulness of research to inform practice 
31
 AOTA: American Occupational Therapy Association 
32
 A Listserve is a ‘computer program that automatically distributes an e-mail message to individuals who are part of a list; messages can usually only be sent or received by 





































Australia 649 44 OTs registered with OT 
AUSTRALIA in hospitals 
(n=201, 31%), in the 
community (n=238, 
37%), private practice 
(n=87, 13%), schools 
(n=27, 4%) or a number 








Confidence in EBP skills 
Attitudes to EBP 
Sources used in clinical 
decision-making 
Access to and use of 
databases and the internet 
Most confident with doing literature searches and 
determining the significance of study results, and least 
confident in determining study design and validity, and 
using The Cochrane Library 
Positive attitudes to EBP 
56% used research as a basis for clinical decisions but more 



















long-term care facilities, 





of Varcoe & Hilton 
(1995) and Pain et 




Not stated Self-rated knowledge of 
research concepts 
Self-rated general application 
of research 
Availability and use of 
sources of information  
Poor confidence and ability in understanding and appraising 
research  
OTs used research most when planning to change treatment 
Majority had access to all sources of evidence but textbooks 
and colleagues were used most  












131 26 OTs registered with 
AOTA in multiple 
settings (n=37, 28%), 
school-based settings 
(n=33, 25%), out-
patient care (n= 10, 
8%), home care (n=8, 
6%), skilled nursing 
(n=8, 6%), private 
practice (n=8, 6%), 




Humphris et al 
(2000)) 
Not stated Attitudes to EBP 
Application of EBP in 
intervention planning 
Resources available to 
support EBP 
Majority agreed that research builds a scientific foundation 
for OT 
Few used EBP on a regular basis 
Importance and use of research decreased with level of 
education and years of experience  
53% agreed or somewhat agreed that they had access to 
sources of evidence at work 
  
                                                     
33
 Sites that agreed to participate had project coordinators who drew the random sample. The total number of professionals selected was unknown as the number of 
refusals was not recorded. 
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14 professional groups 
including OTs 





Upton & Lewis 
(1998)) 
Not reported Self-reported EBP knowledge 
and skills 
Frequency of completing the 
EBP steps 
Use of evidence from 
different sources 
42% of OTs perceived their knowledge of EBP as low 
compared to 38% who rated knowledge at the midpoint and 
20% who rated it high 
OTs rated their skills in monitoring their own practice and 
ability to determine use of evidence highest, and research 
skills and critical analysis were rated lowest 
Most used sources of evidence were information from own 
practice and colleagues in the same profession. The internet 










Setting: acute (n=32, 
38%), local authorities 










Views on EBP  
Experience of research 
changing practice  
Access to and frequency of 
using databases 
Majority agreed that most colleagues in their profession 
favoured EBP but over 50% felt they did not have enough 
time to implement it 
OTs more likely not to report examples about changes in 
practice due to accessing research 
15% did not have access to electronic databases 









states in the 
US 





designed by the 
researchers) 
Not reported Perceptions of EBP Negative perceptions about applying research evidence with 
26% reporting difficulty applying research in practice 
58% felt there was insufficient research relevant to 
occupational therapy 
83% agreed that client evidence research evidence and 






UK 368 24 Social services OTs 
(N=189) and social 
workers (N=179) 
working in 2 councils in 
community settings 
(n=171, 47%), town 
centre offices (n=132, 





d veloped by the 
researchers) 
2005 Access to and use of sources 
of research evidence 
Results not given by profession. 
Internet was most available and most used source of 
evidence; research workshops and literature databases 
were least available but research-based guidelines were 
used most seldom 
Those with Masters degrees used more sources of evidence 
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Australia 55 22 OTs on a neurological 
Listserve working in 
stroke units/acute 
hospitals (n=18, 33%), 
inpatient rehabilitation 







(n=5, 9%), private 
practice (n=1, 2%), 
hostel/nursing home 
(n=1, 2%), other (n=4, 
7%) 
Survey (online or 
printed 
questionnaire) 
Not stated Use of evidence-based 
interventions for stroke 
patients 
Inconsistent application of evidence-based interventions for 
stroke 













Jette et al (2003) 




Attitudes to EBP 
EBP knowledge 
Use of EBP 
Positive attitudes to EBP (>96% felt it was important to 
occupational therapy practice) 
>50% had received some training in EBP 
Majority were confident finding and appraising research 
articles  
Few used electronic databases (12%), read or reviewed 
literature (33%) or used literature in their practice (24%) 
Copley, 
Allen (2009) 
Australia 9 N/A Paediatric OTs working 




Not stated Sources of evidence used in 
practice 
Perceptions of evidence 
Participants used both research-based and practice-based 
evidence to make clinical decisions 
Wide support for research-generated evidence but many 
barriers limit its use in practice 
Application of research findings requires skill: research 
studies do not use only single interventions, whereas in 
practice several interventions may be used simultaneously; 
findings from research need to be adapted for the practice 
context. 
Research alone was insufficient to inform practice due to 






















































Paediatric OTs. No 




KAP survey (Van 
Mullem et al., 
1999)) 
Not stated Self-reported research 
knowledge, attitudes and 
practice 
Knowledge, attitude and practice subscales moderate apart 
from one factor in the attitude subscale (identifying clinical 
problems) 
Attitudes towards research highest and practices lowest 
No significant differences in knowledge, attitudes and 
practice between Australia and UK 
Significantly higher knowledge and practice in research in 









145 30 Paediatric OTs in out-
patient/ community-
based (n=114, 79%), in-
patient (n=4, 3%), 
mixed (n=9, 6%), other 




Van Mullem et al 
(1999) and Pain et 
al (1996) 
Not reported Self-reported research 
knowledge, attitudes and 
practices 
Overall research orientation 
Attitudes towards conducting and using research were rated 
highest while practice was lowest.  
Research orientation was moderate. Accessing new 
information to guide practice was rated highest followed by 
















3.3.2 Location of studies 
The highest number of studies was from the UK (11/29) with five from Australia and the US 
respectively, two from Canada, and one each from Taiwan and Puerto Rico36. One article 
reported a collaborative research study involving Australia, Taiwan and the UK (Brown et al., 
2010b), and one involved the US and Puerto Rico (Cameron et al., 2005). The total number of 
countries represented thus exceeds the number of studies reviewed. No articles were found 
that reported the perspectives of occupational therapists in middle- or low-income countries. 
 
3.3.3 Outcomes 
Taxonomy of the different variables measuring aspects of EBP knowledge, attitudes and 
behaviour was developed to categorise studies according to the construct/s measured. As 
shown in Table 6, studies measured a variety of aspects for each construct. 
 
Table 6: Taxonomy of variables measuring EBP knowledge, attitudes and behaviour of occupational therapists 
Knowledge and skills 
Overall knowledge of EBP 
Knowledge of sources of evidence 
Knowledge and understanding of research, e.g. study design and statistics  
Level of skill in the components of EBP, e.g. searching for and appraising information 
Level of confidence in skills for the components of EBP 
Attitudes  
Attitudes to EBP 
Perceptions/views of key aspects of EBP 
Demands of EBP 
Perceptions of evidence  
Views on the relevance of research to practice 
Attitudes to research and the use of research information 
Value of using research in practice 
Behaviour 
Application of the steps of EBP to practice 
Involvement in EBP activities, e.g. reading, attending courses and giving presentations 
Frequency of applying EBP 
Frequency of accessing sources of evidence  
Application of different sources of evidence 
Valued features of different sources of evidence 
Applying research in practice 
Experience of research changing practice  
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Evidence-based knowledge and/or skills were investigated in ten studies, attitudes in 16 and 
behaviour in 17. For EBP knowledge and/or skills, five studies were conducted in the UK, three 
in Australia, two in the US, and one each in Canada and Taiwan. One study compared 
occupational therapists in Australia, Taiwan and the US. The highest number of studies 
measuring attitudes was in the UK (8/16) with five in the US, three in Australia and one each in 
Canada, Puerto Rico and Taiwan. With regard to EBP behaviour, nine studies were conducted in 
the UK, four in Australia and the US and one each in Canada, Puerto Rico and Taiwan. Table 7 
provides an overview of the constructs investigated in each included study.  
 
Table 7: Categorisation of constructs measured in included studies 
Author (year) Knowledge &/or 
skills 
Attitudes Behaviour 
Upton (1999a) X X  
Upton (1999b)   X 
Dubouloz, Egan, Vallerand &  von Zweck (1999)  X  
Humphris, Littlejohns, Victor, O’Halloran & Peacock (2000)  X X 
Curtin & Jaramazovic (2001)  X X 
Metcalfe, Lewin, Wisher, Perry, Bannigan & Moffett (2001)  X  
Sweetland & Craik (2001) X  X 
Dysart & Tomlin (2002) X X X 
McCluskey (2003) X   
Philibert, Snyder, Judd & Windsor (2003)  X X 
Bennett, Tooth, McKenna, Rodger, Strong, Ziviani, Mickan & Gibson 
(2003) 
X X X 
Pain, Magill-Evans, Darrah, Hagler & Warren (2004) X  X 
Cameron, Ballantyne, Kulbitsky, Margolis-Gal, Daugherty & Ludwig 
(2005) 
 X X 
Caldwell, Coleman, Copp, Bell & Ghazi (2006)  X X 
Upton & Upton (2006) X  X 
Lopez, Vanner, Cowan, Samuel, Shepherd (2008)  X  
Cooke, Bacigalupo, Halladay & Norwood (2008)  X X 
Gustafsson & Yates (2009)   X 
Salls, Dolhi, Silverman & Hansen (2009) X X X 
Copley, Allen (2009)  X X 
Brown, Tseng, Casey, McDonald & Lyons (2010) X X X 
Lyons, Casey, Brown, Tseng & McDonald (2010) X X X 















3.3.4 Instruments used to measure outcomes 
Of the 20 surveys, seven developed their own instruments for the study. Some were based on 
literature and/or information from experts (Caldwell et al., 2007, Cooke et al., 2008, Gustafsson 
and Yates, 2008, Lopez et al., 2008, Sweetland and Craik, 2001) while two developed 
questionnaires based on focus-group findings (Curtin and Jaramazovic, 2001, Humphris et al., 
2000). Twelve studies used existing instruments of which five made modifications to suit the 
context. Table 8 provides a summary of the existing instruments used, the aspects they 















Table 8: Instruments used in studies of occupational therapists included in this review 
Instrument (Developer) Studies using instrument Type of instrument Aspects measured Validity and reliability 
Kirk et al (1976) and 
McKee et al (1987) 
Philibert et al (2003) Postal survey Previous research experiences 
Usefulness of information sources 
(McKee et al., 1987) 
Journal reading patterns  
Sources of knowledge used to guide 
practice 
Attitudes to and application of 
research 
Attitude items significantly related to total score (r>0.56, p<0.001) (Kirk et al., 
1976) 
Questionnaire modified after face and content validity and clinical utility 
tested in a pilot study (Philibert et al., 2003) 
Internal consistency for attitudes towards and use of research were 0.89 and 
for 0.78 respectively (Philibert et al., 2003) 
General Use of 
Research (Varcoe and 
Hilton, 1995) 
Pain et al (2004) - 
adapted 
Questionnaires 
posted & collected 
at interview 
Use of research Established content validity with peer review (Varcoe and Hilton, 1995) 
Internal consistency: 0.87 (Pain et al., 2004) 
Edmonton Research 
Orientation Survey 
(EROS) (Pain et al., 
1996) 
Pain et al (2004) 
Lyons et al (2010) 
Postal survey 
As above 
Overall research orientation 
Self-rated knowledge of research 
Participation in research-related 
activities 
Internal consistency: 0.93 (Pain et al., 1996) 
EROS scores correlated with research involvement and training levels (Pain et 
al., 1996) 
4 sub-scales identified: valuing research, research involvement, being at the 
leading edge and EBP (Pain et al., 1996) 
McColl et al (1998) Bennett et al (2003b) - 
adapted 
Postal survey Attitudes to, and use of EBP 
Confidence in EBP skills and barriers 
to its use 
EBP training needs 
Content and face validity tested (Bennett et al., 2003b) 
Upton & Lewis (1998) Upton (1999a) 
Upton (1999c) 
McCluskey (2003b) - 
adapted 
Upton & Upton (2006) 
Postal survey 
As above 
Completed at EBP 
course 
Postal survey 
Knowledge, attitudes and use of 
clinical effectiveness and EBP 
Perceived knowledge of components 
of EBP 
Barriers and solutions 
Test-retest reliability ranged from 0.80 to 0.92 (Upton and Lewis, 1998) 
Internal consistency: ranged from 0.74 to 0.88 (Upton and Lewis, 1998) 
High face validity (Upton and Lewis, 1998) 
Good content validity (Upton and Lewis, 1998) 
Barriers and Attitudes 
to Research in the 
Therapies (BART) (Closs 
and Lewin, 1998, 
Metcalfe et al., 2000) 
Metcalfe et al (2001) - 
adapted 
Postal survey Attitudes and beliefs about research 
(based on combining responses to 
questions related to perceived 
importance of research and perceived 
barriers 
Good internal consistency for perceived importance of research scale 
(Cronbach’s alpha= 0.63) and high internal consistency for the perceived 
barriers scale (Cronbach’s alpha=0.78) 
Scales had themes of: perceived importance of research and perceived 
barriers  
2 factors in perceived importance of research scale and 6 in perceived 
barriers scale 
Research Knowledge, 
Attitudes and Practices 
of Research (KAP) 
Survey (Van Mullem et 
al., 1999) 
Brown et al (2010b) 
Lyons et al (2010) 
Postal survey 
As above 
Knowledge, attitudes and practice in 
conducting and using research 
5 factors identified in the three sub-scales (Lyons et al., 2010) 
Content validity: 0.84 (Van Mullem et al., 1999) 
Test-retest reliability for sub-scales: 0.77 to 0.83 (Van Mullem et al., 1999) 
Internal consistency of sub-scales: 0.93 to 0.97 (Van Mullem et al., 1999) and 
0.95 to 0.97 (Eller et al., 2003) 
Humphris et al (2000) Humphris et al (2000) 




Participation in research 
Use of research 
Resources 
Barriers and enablers 
Content validity established (Humphris et al., 2000) 
Factor analysis reduced the questionnaire to 9 questions about EBP 















Dysart & Tomlin (2002) 
and Jette et al (2003) 
Salls et al (2009)37 - 
adapted 
Postal survey Availability of EBP resources 
Use of EBP 
Knowledge and attitudes to EBP 
Supports and barriers to EBP 
Content validity tested (Salls et al., 2009) 
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 Not stated in article how closely the adapted questionnaire resembled those of Dysart and Tomlin, and Jette, and therefore validity and reliability 
















3.3.5 Results of included studies 
Study findings are discussed for each domain. 
 
3.3.5.1 Knowledge and skills in EBP 
The earliest study, a UK survey of four groups of Welsh health professionals 
(including occupational therapists) reported low to moderate ratings for different 
EBP skills (Upton, 1999a). ‘Converting information needs into a research question’ 
was rated lowest (mean=3.1, SD=1.4)38 and ability to apply information and review 
practice were rated highest (mean=4.6 and 4.8 respectively) (Upton, 1999a). A later 
national UK survey of 14 health care professions using the same questionnaire 
confirmed these findings (Upton and Upton, 2006). Forty-two percent (36/86) of the 
occupational therapists rated their EBP knowledge as low and only 20% (18/86) as 
high. Self-reported ratings of different EBP skills revealed scores to be similar to 
those of the Welsh sample (Upton and Upton, 2006) showing that in the seven years 
between the studies there had been no obvious improvement in UK occupational 
therapists perceptions of their EBP knowledge and skills.  
 
An Australian study similarly found a high proportion of occupational therapists 
attending an EBP workshop had difficulties generating a clinical question (37/67, 
56%), conducting database searches (34/67, 50%) and critical appraisal (35/67, 53%) 
(McCluskey, 2003b). Another Australian study involving 649 occupational therapists 
registered with OT AUSTRALIA39 reported respondents to be most confident in 
conducting literature searches (61%) and determining the clinical significance of 
results (50%) and less so in determining study design (38%) and validity (38%), and 
using the Cochrane database (16%) (2003b). As these studies used different 
questionnaires, comparison of the results was difficult. 
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 Scoring was on a seven-point scale with one being poor and seven best. 
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With regard to EBP skills, an Australian survey revealed poor knowledge of electronic 
databases and sources of evidence (53/67, 79%) but knowledge of general computer 
skills and evaluating and changing practice in response to new evidence scored 
higher (McCluskey, 2003b). A survey of AOTA members reported slightly higher 
confidence levels in using the internet as a research tool (93/209, 45%) compared 
with using electronic databases (41/209,20%) (Dysart and Tomlin, 2002). A later US 
survey found that two thirds of respondents (N=930) were familiar with search 
engines relevant to occupational therapy and 70% were confident finding research 
evidence to answer clinical questions (Salls et al., 2009).  
 
Lack of ability in appraising research articles due to difficulties understanding 
research design, statistics and research articles has been found in Canada (Pain et al., 
2004), Australia (Bennett et al., 2003b, McCluskey, 2003b), the US (Dysart and 
Tomlin, 2002) and the UK (Metcalfe et al., 2001). Res ondents in one study 
expressed frustration at their inability to appraise research, stating that they 
resorted to drawing on the conclusions of others (Pain et al., 2004). In contrast to 
this, a study conducted in 2009 found that 78% of respondents felt confident in 
reviewing professional literature (Salls et al., 2009). Lack of skills in various aspects of 
research has been identified as a barrier to EBP (Bennett et al., 2003b, Dysart and 
Tomlin, 2002, Lyons et al., 2010, McCluskey, 2003b, Metcalfe et al., 2001, Philibert et 
al., 2003). 
 
Therapists with postgraduate qualifications and more recent graduates seem to be 
better equipped for EBP. Bennett et al (2003b) established that therapists with 
postgraduate qualifications were more confident in EBP skills while Dysart and 
Tomlin (2002) identified those with Masters degrees as more confident using 
electronic databases. In addition, years of experience seems to be inversely related 
to confidence using the internet (Dysart and Tomlin, 2002), literature searching and 
















A comparison of self-reported EBP knowledge among paediatric occupational 
therapists in Australia, Taiwan and the UK found moderate knowledge sub-scale 
scores for all three groups (Brown et al., 2010b). Only the UK group scored high for 
two of the five knowledge factors, namely ‘identifying clinical problems’ and 
‘administering research implementation’ (Brown et al., 2010b, Lyons et al., 2010). 
Other than a low score for knowledge related to ‘administering research 
implementation’ by the Australian therapists, all other knowledge factors across the 
three countries received moderate scores (Brown et al., 2010b). Participants in 
Taiwan reported significantly higher overall knowledge compared to those in 
Australia and the UK (Brown et al., 2010b). 
 
3.3.5.2 Attitudes to EBP 
In an early qualitative study that explored the perceptions of EBP held by eight 
participants in a region of Canada, three categories demonstrating their ambivalence 
towards EBP emerged (Dubouloz et al., 1999). Firstly, EBP was revealed as a process 
of looking for understanding and a possible threat to the ‘level of comfort acquired 
during years of practice …’ (p. 450). Secondly, while research was viewed as central 
to demonstrating treatment effectiveness, it also generated feelings of inadequacy 
because of a lack of research expertise. Lastly, research was not always relevant and 
participants had difficulty applying it to occupational therapy (Dubouloz et al., 1999). 
These perceptions influenced participants’ abilities to apply evidence in practice. The 
study culminated in a grounded theory that provides insights into the concerns 
occupational therapists may have with EBP and could be useful for planning 
strategies to increase EBP behaviour.  
 
The importance of research for occupational therapy practice was identified in 
several UK surveys (Cooke et al., 2008, Curtin and Jaramazovic, 2001, Humphris et 
al., 2000, Lyons et al., 2010, Metcalfe et al., 2001, Upton, 1999a) as well as studies in 
Australia (Bennett et al., 2003b) and the US (Salls et al., 2009). This strong support 
for EBP was confirmed in an Australian action research study where participants 














attitudes towards EBP have further been illustrated in other reported benefits of EBP 
including improving client care (Bennett et al., 2003b), assisting therapists in their 
work (Cooke et al., 2008) and increasing confidence in practice (Curtin and 
Jaramazovic, 2001). In one survey, 87% of respondents found research useful in daily 
practice and felt they needed to increase their use thereof (Salls et al., 2009). 
Further confirmation of positive attitudes to EBP was evident in a survey of UK 
paediatric occupational therapists who rated their willingness to engage in five EBP 
activities as moderate to high (Lyons et al., 2010). In a follow-up survey of 
occupational therapy, physiotherapy and social work graduates40 from three London 
universities, the majority agreed that most of their colleagues supported EBP 
(Caldwell et al., 2007). 
A further illustration of the commitment of occupational therapists to applying 
research in practice is the high agreement by American Occupational Therapy 
Association (AOTA) members in two separate studies that more therapists should
use research in their practice (Dysart and Tomlin, 2002) and that research generates 
knowledge and is useful to occupational therapists (Philibert et al., 2003). The 
perception that research helps build a scientific basis for occupational therapy 
practice was confirmed in a larger national survey of AOTA members (Cameron et 
al., 2005), and a study of occupational therapists working in short-term rehabilitation
settings identified that client evidence, research evidence and professional expertise 
were equally important in decision-making (Lopez et al., 2008).
In contrast to these positive views, Curtin and Jaramazovic (2001) reported that 
approximately 60% of their respondents felt EBP was time-consuming and difficult 
because of a lack of time. This was corroborated by Caldwell et al (2007) whose UK 
study revealed that 48% of their sample41 felt their colleagues lacked the time to 
implement EBP, and 46% felt EBP placed additional demands on them. Findings from 
40
 Includes occupational therapists, physiotherapists and social workers. Results not separated by 
profession. 
41















an Australian survey differed in that fewer respondents felt EBP placed too many 
demands on their time (194/626, 31%) or that it was of limited value (138/626, 22%) 
(Bennett et al., 2003b). The demands of EBP were confirmed in a later UK survey 
which reported that while 65% (55/85) felt their practice would improve with greater 
access to research literature, 54% (46/85) perceived it as an additional demand 
(Caldwell et al., 2007). Cameron et al (2005) found that the importance of research 
findings for occupational therapy practice decreased as qualification levels and 
experience increased. The researchers attributed this to therapists with more 
experience and higher qualifications having greater professional experience to rely 
on, while less experienced therapists were forced to rely more heavily on research 
evidence (Cameron et al., 2005). Although professional experience plays a key role in 
EBP, this trend of relying more upon experience than research evidence is 
concerning considering that ‘experience is very subject to flaws of bias’ (Hoffmann et 
al., 2010, p 5). 
 
Negative attitudes towards the importance of spending time reading research were 
also reported. A UK survey identified that 51% (71/139) felt patient treatment was 
more important than reading research articles, and 48% (67/139) did not regard 
finding and reading research as a high priority (Metcalfe et al., 2001). Similarly, 
respondents in the US study by Philibert et al (2003) only somewhat agreed that 
research should be the ‘most essential element guiding occupational therapy 
practices’. These findings were supported by Lopez et al (2008) who reported that 
occupational therapists working in short-term US rehabilitation facilities had 
negative perceptions towards applying research findings. In this study, 58% felt there 
was insufficient research relevant to occupational therapy.  
 
Copley and Allen (2009) identified several barriers to applying evidence to practice in 
their action research study, including difficulty applying evidence to the context of 
practice and difficulty finding research about ‘less clinical’ and ‘less standardised’ 
interventions. These barriers necessitated complex reasoning to apply research 















no evidence (Copley and Allen, 2009). In support , Humphris et al (2000) reported 
that 12% of their respondents found research findings too complex to apply in 
practise.  
 
A study comparing the attitudes towards EBP of paediatric occupational therapists in 
Australia, Taiwan and the US, found no significant differences across the three 
different countries (Brown et al., 2010b). Respondents scored high across all three 
countries for attitudes towards ‘identifying a clinical problem’. All other attitude 
factors were moderate for all countries, except ‘implementing research into practice’ 
which was rated high by the UK therapists. 
 
3.3.5.3 EBP behaviour 
The extent to which occupational therapists were applying EBP varied across studies 
and countries. In the UK, relatively high EBP usage was reported with an early study 
finding that most respondents were trying to implement EBP despite heavy 
workloads (Upton, 1999c). While the most practised step was involving patients in 
decision-making, and the least practised was critically appraising literature, the 
extent to which the different EBP components were being used by occupational 
therapists could not be determined as results were not analysed for each 
professional group (Upton, 1999a). Humphris et al (2000) identified that 73% (48/66) 
of their UK respondents actively looked for evidence to inform their practice while 
56% (37/66) actually based their practice on research. Canadian therapists reported 
using research most when deciding to change client treatment (Pain et al., 2004).  
 
Results for the US have been less positive. A survey conducted in 2000, reported 
moderate application of EBP (Dysart and Tomlin, 2002) while later surveys revealed 
usage to be low (Cameron et al., 2005, Philibert et al., 2003). As these American 
studies included only AOTA members, who may have been more active in keeping 
up-to-date with research, the findings may be biased in favour of research use in 
comparison to the population of American occupational therapists. However, a study 















EBP, many wanted to improve their EBP skills (Salls et al., 2009). These studies 
revealed little change in EBP use by occupational therapists in the US between 2000 
and 2009. 
 
Two studies investigated EBP use with occupational therapists working with stroke 
patients. In a national UK survey, 6% (7/117) reported using EBP all the time while 
50% (58/117) used it most of the time. On the other hand, 42% (49/117) used EBP 
occasionally and 3% (3/117) never used it (Sweetland and Craik, 2001). Respondents 
tended to rely on evidence from lower levels of the hierarchy of evidence. Custom 
and practice42 was used daily by a high proportion while no-one used research 
articles daily. A later study to establish the extent to which occupational therapists in 
stroke rehabilitation used evidence-based interventions revealed a mismatch 
between existing evidence and practice (Gustafsson and Yates, 2008). Interventions 
with strong evidence bases were seldom used while those with limited or weak 
evidence were used often (Gustafsson and Yates, 2008). A study involving paediatric 
occupational therapists found moderate application of research in Australia, Taiwan 
and the UK indicating a possible lack of knowledge to implement research findings 
(Brown et al., 2010b, Lyons et al., 2010). Taiwanese respondents reported 
significantly higher application of research than those in Australia and the UK (Brown 
et al., 2010b).  
 
Despite the assertio  that EBP involves ‘integrating individual expertise with the best 
available external clinical evidence’ (Sackett et al., 1996) (p. 71), it seems that the 
reality is very different and that greater emphasis has been placed on using clinical 
experience rather than research findings (Bennett et al., 2003b, Curtin and 
Jaramazovic, 2001, Dubouloz et al., 1999, Salls et al., 2009). A US survey revealed 
that the majority of respondents used continuing education, mentors and authority 
above research to guide their practice (Philibert et al., 2003), while in Canada, the 
most common information sources were textbooks, colleagues and journals (Pain et 
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 Not defined in the article but seems to incorporate tradition or routine practice and interventions 















al., 2004). Closer scrutiny of UK occupational therapists’ use of the internet, through 
which research findings can be accessed relatively easily, revealed a lack of certainty 
about using such evidence (Upton, 1999a). In the US, Dysart and Tomlin (2002) 
found that few therapists used computer resources other than internet websites, 
and Salls et al (2009) reported that few of their respondents used databases 
frequently to search for evidence. A later Canadian survey reported greater success 
with 60% using the internet as a source of information (Pain et al., 2004). This latter 
study may indicate that internet usage is increasing. 
 
Lack of access and lack of convenient access to the internet were identified as 
barriers to EBP (Dysart and Tomlin, 2002, McCluskey, 2003b). Therapists in urban 
areas were likely to have better access than those in smaller communities (Pain et 
al., 2004). Internet access also seemed to vary across countries. For example, a UK 
survey reported low internet access (53%) (Humphris et al., 2000) but studies in the 
US, Australia and Canada, found the majority had access either at work or at home 
(Dysart and Tomlin, 2002, McCluskey, 2003b, Pain et al., 2004). A connection was 
found between access to sources of evidence and use thereof (Cooke et al., 2008). 
For example, Cooke et al (2008) established that therapists working in central offices 
used the internet and research summaries significantly more than those in 
community or hospital settings. However, access to information sources does not 
necessarily indicate increased use thereof as illustrated in a UK study where usage of 
electronic databases was low despite the majority having access (Caldwell et al., 
2007). Similarly, a US study reported respondents to be only occasionally accessing 
research information on internet sites despite the majority having internet access 
(Dysart and Tomlin, 2002). 
 
Occupational therapists seem to have shown some progress towards appreciating 
more robust sources of evidence. For instance, a study in 2006 reported a lack of 
willingness to use evidence from journal articles or the internet as opposed to 
evidence from colleagues or generated from their own practice (Upton and Upton, 















consulting senior colleagues43 (Cooke et al., 2008). The study could not however 
ascertain whether research or other sources of information had been accessed on 
the internet (Cooke et al., 2008). An action research study found that participants 
used all sources of evidence in their practice and that these were both ‘research-
based’ and ‘practice-generated’ (Copley and Allen, 2009).  
 
In contrast to the findings of Cameron et al (2005), two earlier studies reported that 
respondents with a higher academic degree accessed research findings significantly 
more frequently (Bennett et al., 2003b, Dysart and Tomlin, 2002). Additionally, 
having a higher qualification was associated with basing more clinical decisions on 
research evidence (Bennett et al., 2003b), being more confident in EBP (McCluskey, 
2003b) and using more sources of evidence(Cooke et al., 2008). Therapists with less 
than five years’ experience were more confident in EBP skills (McCluskey, 2003b) 
and significantly more likely to use higher levels of evidence than those with more 
experience (Sweetland and Craik, 2001). Since these studies were conducted, there 
has been an increase in the number of occupational therapy education programmes 
that incorporate EBP into their curricula (Bennett et al., 2006) which suggests that 
graduate therapists will be better equipped in the skills required for EBP.  
 
3.4 Discussion 
The main findings of this review are presented, their consistency with other studies 
examined and the strengths and limitations of the review discussed. 
  
3.4.1 Main findings  
Knowledge and skills in EBP were moderate to low across all countries in the 
included studies. It does not appear that knowledge and skills have increased much 
over the 10 years spanning these publications. In keeping with the relatively new EBP 
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movement, it appears that recent graduates and those with postgraduate degrees 
may be better equipped with the knowledge and skills needed for EBP.  
Most studies revealed that occupational therapists are generally positive about EBP 
with strong agreement about the importance of research for practice. Furthermore, 
this positivity towards EBP has not waned over time. However, the conflicting 
perceptions of EBP in several studies indicate that further exploration of issues, 
which may be unique to occupational therapy, is needed.  
Implementation of EBP was highly variable across studies and countries. It seems
that despite best intentions, occupational therapists are struggling to use evidence
regularly in their practice. These difficulties in implementing EBP may be partly due 
to the barriers that exist. Barriers related to lack of knowledge and skill should be 
addressed by providing training opportunities. Improving knowledge and skill may 
also reduce one of the most commonly reported barriers, namely lack of time. To
make EBP achievable for therapists, the barriers of lack of access and lack of
convenient access to research information, require urgent attention.
3.4.2 Consistency with other literature
Application of EBP was low across all countries. The high number of studies 
conducted in the UK and the possibly higher usage of EBP compared with other 
countries is probably due to the priority given to applying research evidence within
the NHS (Humphris et al., 2000). Despite support for EBP, studies have found that
occupational therapists tend to place greater value on clinical experience than
research evidence (Bennett et al., 2003b, Curtin and Jaramazovic, 2001, Dubouloz et
al., 1999, Dysart and Tomlin, 2002, Salls et al., 2009). This finding supports 
definitions of EBP (Dawes et al., 2005, Sackett, 1997, Sackett et al., 1996) which
articulate the roles of research evidence together with clinical expertise and patient
preference in reaching the best decision about the care of the individual. The strong 
reliance on clinical experience as opposed to research findings may stem from a lack















There are some indications that use of the internet as a source of evidence is 
increasing. However, lack of information about the types of evidence being retrieved 
makes judgement on its quality impossible. 
 
3.4.3 Strengths 
Strengths of this review include use of specific inclusion criteria, a clearly described 
search strategy, flow diagram showing the number of articles retrieved, and, the 
process of excluding articles until only those relevant were retained. Summary tables 




Only one reviewer was involved in conducting the searches and selecting articles for 
the review. Ideally, searches should have been replicated to ensure all relevant 
studies were retrieved, and a second reviewer should have scrutinised the identified 
articles to ensure consensus in those included and excluded. Including only 
published studies in the review could have introduced bias as unpublished studies 
may have reported different findings.  
 
A further limitation was that some articles were unavailable in SA as full text and 
could only be obtained from overseas libraries at considerable cost. These articles 
were therefore excluded. It is possible that the journals in which these articles are 
published have lowered circulation and may therefore represent different 
perspectives or populations.  
 
3.4.5 Bias in studies 
Included studies used a variety of questionnaires to collect data and even where 
studies used existing questionnaires, these were modified. This made comparison of 















for the constructs that were measured. This lack of homogeneity made combining 
the results impossible. Moreover, all surveys used self-report questionnaires rather 
than objective accounts of practice. As therapists’ perceptions of their practice may 
differ from actual practice, caution should be exercised in interpreting the findings 
(Curtin and Jaramazovic, 2001, Humphris et al., 2000, Pain et al., 2004, Upton, 
1999a).  
 
All studies included in this review were conducted in high-income countries. It is thus 
unclear whether the findings can be generalised to middle- or low-income countries 
where substantial differences in the structure and resourcing of occupational 
therapy services may exist. 
 
3.5 Conclusions 
Conclusions will be drawn in terms of their implications for practice and research. 
 
3.5.1 Implications for practice 
The positivity towards EBP and low levels of knowledge and skills indicate that 
training opportunities are likely to be well-received by occupational therapists. While 
training should be provided for all wishing to receive it, an Australian study 
highlighted the need for further training of therapists who qualified prior to 199944 
and those with only bachelor’s degrees. Thus continuing professional development 
programmes must include EBP training targeted at therapists with different levels of 
knowledge and skill. Developing and strengthening knowledge and skills will increase 
the possibility of research evidence being applied in practice. Findings suggest that 
training courses should provide information on electronic evidence sources, 
conducting electronic searches and evaluating research articles. Positive attitudes to 
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previous five years (i.e.1999-2003) were more confident in conducting database searches indicating 
that some university programmes were teaching the skills required for EBP McCluskey (2003b). By 















EBP need to be fostered by providing meaningful and realistic training and 
implementing strategies to enable therapists to overcome barriers to EBP. In 
particular, actual application of research to practice needs to increase. This requires 
the occupational therapy profession globally to take a multi-facetted approach. 
Strategies need to address the processes of enabling therapists to implement EBP 
and producing research evidence. Providing access to information to those who 
require it must receive priority attention, having been reported as a barrier to 
implementing EBP. This includes ensuring therapists have convenient access to the 
internet and evidence databases, and that easy-to-read summaries of high-quality 
evidence for specific conditions are developed and disseminated. All WFOT-
accredited education programmes should incorporate EBP modules in their curricula, 
and occupational therapy associations should provide varying levels of continuing 
education in EBP. 
 
3.5.2 Implications for research 
Research should be conducted into effective strategies aimed at ‘getting research 
into practice’ in different contexts in which occupational therapy services are 
provided. In addition, action plans must be developed to address areas where there 
is little or no research. 
 
This review was unable to source data from middle- or low-income countries. While 
the reviewed studies are helpful in anticipating some of the issues that may confront 
occupational therapists in these countries, the findings cannot be generalised to 
contexts in which healthcare systems are less-resourced and where differences in 
training and practice environments as well as clients exist. Therefore, studies 
investigating EBP knowledge, skills, attitudes and behaviour of occupational 
therapists in resource-constrained countries must be done. This information will 
provide valuable information to inform the adoption of EBP by the occupational 
















Chapter 4: Study 1 - Evidence-based practice 
perceptions, skills and behaviour among occupational 
therapists in South Africa 
 
4.1 About this chapter 
The systematic review in Chapter 3 concluded that despite active efforts to promote 
and implement EBP, the knowledge and skills of occupational therapists in upper-
income countries were at best moderate and application was low. It cannot be 
assumed that the findings of the review can be generalised to resource-constrained 
countries, however, as the context in which occupational therapists practice differs 
substantially. The need for developing countries to gather information about issues 
that may influence the implementation of EBP has been affirmed by Bennett et al 
(2003b) and Brown et al (2010b). A survey to gather baseline information on SA 
occupational therapists’ perceptions, skills and behaviour regarding EBP was 
therefore justified, both as a contribution to the occupational therapy literature, and 
to plan effective strategies for implementing EBOT. 
 
4.2 Rationale for the study 
Opportunities for occupational therapists in SA to learn about, and develop the skills 
required for EBP, have been limited. Considering that many occupational therapists 
in SA are unable to access international journals, and the reported poor research 
culture (Du Toit and Wilkinson, 2009, Joubert, 2003), it was assumed that many 
would not have heard of EBP and relatively few would be applying research findings 
regularly in their practice. Baseline information about EBP knowledge, perceptions, 
skills and behaviour as well as training needs and access to information sources, was 
















The terms ‘perceptions’, ‘views’ and ‘attitudes’ have been used by different authors 
to capture subjective understandings and opinions about EBP (Bennett et al., 2003b, 
Curtin and Jaramazovic, 2001, Dubouloz et al., 1999, Philibert et al., 2003, Upton, 
1999a). ‘Perceptions’ is used in this chapter because, as a relatively new concept to 
occupational therapy in SA, it was assumed that therapists would not have had 
sufficient time to form deeply-held beliefs about EBP, but would have started 
forming their own opinions about it. As few training opportunities has been 
available, knowledge levels were assumed to be low and it was thus considered 
more appropriate to focus on the skills therapists already had that could be used for 
EBP. 
 
4.3 Study purpose 
The purpose of the study was to establish baseline behaviours of SA occupational 
therapists regarding EBP and to determine the sources of information available to 
support it. 
 
4.4 Research questions 
There were three main research questions, namely: 
1. What perceptions, skills and knowledge do occupational therapists in SA have 
about EBP and to what extent are they using it? 
2. How many occupational therapists in SA have received EBP trained and what 
are their ongoing training needs? 
3. To what sources of information do occupational therapists in SA have access? 
 
4.5 Study aims and objectives 
The aim of the study was to determine the perceptions, skills and knowledge 
regarding EBP in a representative sample of SA occupational therapists, and to 















The study objectives were to: 
1. determine whether respondents had adequate access to information sources
for EBP by investigating what was currently available;
2. establish respondents’ perceptions of EBP and determine whether these
influenced their application thereof;
3. ascertain the proportion of respondents who had received EBP training and
determine training needs and preferences;
4. determine respondents’ confidence in EBP skills;
5. determine respondents’ success in finding and using EBP;
6. determine whether demographic and practice profile had any influence on
EBP behaviour; and,
7. generate a profile of characteristics of respondents who were successful in
finding and applying evidence.
4.6 Method 
4.6.1 Study design
A cross-sectional descriptive, analytical design was used. 
4.6.2 Study population and sampling
The study population included all occupational therapists working in SA in 2004. To
prevent non-coverage error, the register of the HPCSA, rather than the OTASA
membership list45, was used as the sampling frame. There were 2723 registered
occupational therapists in January 2004. 
45
 Relatively few occupational therapists are OTASA members. In 2004, 35.8% (976/2723) of the 
occupational therapists on the HPCSA database were members (OTASA office, email communication, 















The required sample size was calculated using EpiCalc 2000, version 1.02 (Gilman 
and Myatt, 1998). The calculation was based on the approximate prevalence of 
occupational therapists using EBP on a regular basis. The following parameters were 
entered:  
Estimated prevalence: 10% 
Precision: 0.05 
Confidence level: 95%. 
The required sample size was 138. The mean response rate from surveys of 
occupational therapists in the systematic review in Chapter 3 was 51%. To allow for 
exclusions and non-response, 450 random numbers were generated46 (refer to 
4.7.5.1 for details).  
 
To ensure the selection of participants was not biased and that everyone had an 
equal chance of inclusion, participants were randomly selected from the HPCSA 
address list. The only exclusion criterion was an address outside SA. Details of the 
procedure for selecting the random sample are described in 4.6.5.1.  
 
4.6.3 Data collection 
As the study population was fairly large and geographically scattered, a postal survey 
was deemed most suitable and cost-effective for collecting information (Curtis and 
Redmond, 2009, Edwards et al., 2003). Data collection occurred over a four-month 
period (May-August 2004). 
 
4.6.4 Instrumentation  
Two surveys in the systematic review (Chapter 3) included items measuring EBP 
knowledge, attitudes and behaviour. These were conducted in Australia (Bennett et 
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al., 2003b) and the US (Dysart and Tomlin, 2002) and both seemed suitable for the 
current study. As the questionnaire by Dysart and Tomlin (2002) had no reported 
psychometric properties it was discarded in favour of that by Bennett et al (2003b) 
which had established face and content validity. The latter questionnaire was 
adapted for occupational therapists from a previous study of general practitioners 
(McColl et al., 1998). Two demographic items from a SA survey of psychiatrists and 
mental health general practitioners (Siegfried et al., 2003) were included. 
Questionnaires were obtained from the authors who gave permission for their 
adaptation and use.  
 
Relevant items were selected from the above-mentioned questionnaires by the PI 
and a senior occupational therapy colleague with considerable research experience. 
Items were adapted to ensure their applicability and transferability to the context of 
occupational therapy practice in SA. Full details of changes made and sources of 
items included in the final questionnaire are available in Appendix II. Assuming that 
some therapists would not have heard about EBP and relatively few would be 
implementing it regularly, questionnaire items were related to EBP perceptions, 
skills, behaviour, training, and availability of sources of information rather than 
testing knowledge of concepts such as statistical terms. The questionnaire contained 
a combination of open and closed questions and tick boxes were used to ensure it 
could be completed in the shortest possible time. Likert items had four-points with 
one as least desirable and four most desirable. The choice of an even or odd number 
of options is dependent on the needs of the research being undertaken (Streiner and 
Norman, 2008); in this case, it was important to obtain a response on one of the 
ends of the scale rather than a neutral (median) response.  
 
The final draft questionnaire was examined by two EBP experts at the South African 
Cochrane Centre and refinements made based on their feedback. For example, ‘the 
internet’ was added to question 17 and more space was allowed for writing 
responses to questions that had an option of ‘other’. To test face validity and utility, 















a part-time lecturer) and a physiotherapy lecturer with research experience. This 
resulted in minor changes to the layout, order of presentation and instructions.  
 
The questionnaire contained the following sections (see Appendix III): 
 Section 1: EBP concepts & perceptions (item 1-4) 
 Section 2: Demographic and practice information (item 6-16) 
 Section 3: The use of EBP in clinical decision-making (item 17-28) 
This section included items measuring reliance on different sources of evidence 
(item 17); success finding, extracting and applying evidence (item 18, 20, 21); 
types of research used and methods of applying EBP (item 19, 22); access to 
sources of evidence (item 25); and, self-reported confidence in EBP skills (item 
26). 




Each of the 2723 occupational therapists on the HPCSA address list was allocated a 
number47. Random numbers were generated in Excel. Anticipating that some of the 
numbers generated would be for therapists with overseas addresses who would be 
excluded, 450 random numbers were generated. Names of therapists whose row 
numbers were selected were entered onto an Excel spreadsheet that was used for 
the questionnaire mailing. Once participants with SA addresses had been selected, 
the final number of questionnaires that were sent out was 436. 
 
4.6.5.2 Data collection 
Questionnaires were posted in May 2004. A covering letter explaining the purpose of 
the study and requesting permission to use data from completed questionnaires was 
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included (see Appendix IV). As in the study by Siegfried et al (2003), questionnaires 
were coded with a personal identification number linked to each participant’s name 
to ensure that a reminder could be sent to non-respondents. The following 
strategies for increasing response rates in postal surveys were used (Edwards et al., 
2003): 
 
 covering letters provided assurance of confidentiality; 
 a university letterhead was used for the covering letter; 
 no questions of a sensitive nature were included; 
 a second letter and questionnaire was sent to non-respondents after seven 
weeks; and, 
 a non-monetary incentive (book on EBP) was offered to respondents who 
returned the questionnaire by the due date48.  
Other strategies applied to improve response rates included a one-page covering 
letter using the salutation ‘Dear Colleague’, prepaid self-addressed envelopes and 
easy response options in the questionnaire (Gore-Felton et al., 2002). 
 
4.6.6 Data management 
Data was entered into STATISTICA 8 (StatSoft Inc, 2008) by a research assistant as 
questionnaires were received. Entries were checked for accuracy by the PI once all 
data had been entered. Hard copies of questionnaires were double-checked against 
data entries to verify accuracy and changes were made where needed. Following the 
process used by Chan and Altman (2005), data was checked for accuracy a third time 
by the PI several months later rather than employing a second person to do this. 
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one was randomly drawn by a person not involved in the study. The winner was notified by email and 
















4.6.7 Data analysis 
Data were analysed using STATISTICA 8 (StatSoft Inc, 2008). Responses to closed 
questions were quantitatively analysed. Frequencies and proportions were 
calculated for demographic and practice variables. To determine the representivity 
of the sample, all names on the HPCSA list that were selected for the study were 
sorted in ascending order by postal codes. These were further categorised into 
provinces using the post office sorting lines document (South African Post Office). 
EpiCalc 2000, version 1.02 (Gilman and Myatt, 1998) was used to calculate sample 
and population proportions by province and a test of proportions was conducted to 
determine differences between them.  
 
Hypothesis testing for relationships between nominal variables were explored using 
the Pearson chi-square test or, if cells had expected counts of five or less, with 
Fisher’s exact test. The Mann-Whitney U Test was used to test for significant 
differences between ordinal variables. A p-value of 0.05 was considered to be 
significant. Response categories were collapsed for items with small cell numbers. 
For example, categories for item 17 were aggregated and presented as ‘not at 
all/rarely’ and ‘often/very often’. Responses to open questions were captured 
verbatim in Excel and a thematic content analysis was conducted (Boynton, 2004). A 
research assistant looked for patterns of responses for each item and grouped 
similar units of meaning into categories that captured the main themes (Hosking et 
al., 1995). The categories and initial codes were reviewed by the PI to check accuracy 
(Hosking et al., 1995).  
 
To determine whether specific characteristics were predictors for finding and 
applying evidence (dependent variables), seven independent variables (age, years of 
experience, qualification, urban or rural practice, sector of work, province and EBP 
training) were selected for inclusion in a multivariate logistic regression model. The 
analysis was done in several steps. Firstly, the STATA [tabulation] command was 
used for all variables to check the coding of the data and identify any missing values. 














Two-by-two tables were constructed for each dependent variable against the 
selected independent variables. A univariate analysis was then performed on each
dependent variable against the selected independent variables using generalised
linear modelling, binomial family, log link to estimate prevalence ratios (PR) and 95%
CIs. The so-called crude estimates of PR were calculated in STATA adjusted for age
since age has such an important effect on almost all analyses. As ‘qualification’,
‘years of experience’, ‘place of work’ and ‘province’ had few responses in some cells;
categories for these variables were collapsed and recoded. All variables were
recoded into two categories, except for ‘province’ which was collapsed into Gauteng,
Western Cape and all remaining provinces. Multivariate analysis was not warranted
given the small sample size and because none of the univariate analyses showed
significant associations, these variables were selected for the estimation of adjusted
odds ratios. 
4.6.8 Ethical and legal considerations
Ethical approval was granted by the UCT Health Sciences Faculty Human Research
Ethics Committee (REC REF. 011/2004) (see Appendix V). A covering letter requesting 
participation was sent with each questionnaire (see Appendix IV). The covering letter 
contained a detailed explanation about the purpose of the study, explained how the 
data would be used and provided information on ethics approval. Signed consent
was not requested but the covering letter contained the following statement: ‘Please 
note that if you complete this questionnaire you agree to our using the content.’ 
Completion of the questionnaire and postage back to the researcher was therefore
viewed as consent. 
Questionnaires were coded with a personal identification number. The PI alone had 
access to these numbers and the linked names. All responses were treated 
confidentially. Once the final results of the survey were completed, the list of the 
linked names and respondents’ questionnaire numbers were destroyed. There was 
low risk to participants as the questions were not of a personal nature. Data was 















reduce this risk, data was maintained in a secure setting at the Department of Health 
and Rehabiltation Sciences, UCT.  
 
Acknowledging that exposing a possible lack of knowledge among respondents could 
potentially cause harm or inconvenience when publication occurs, results of the 
study are reported with due sensitivity and a clear explanation of possible 
confounding factors. Overall, the anticipated benefits of the study outweighed the 
risks to individual occupational therapists or the occupational therapy community 
and the risks were negligible. 
 
4.7 Results 
A response rate of 29.6% (129/436) was obtained. Four questionnaires were 
returned to sender - three due to address changes and one as the therapist was 
overseas - and were excluded from the analysis. An additional questionnaire 
completed by a therapist working overseas was also excluded as the study was of 
occupational therapists working in SA. The sample analysed was therefore 124 of 
436 representing 28.4% of the mailed sample.  
 
Five items had no missing data. Missing data for the remaining items varied between 
0.8% and 59.7% per question. Items measuring application of EBP had the highest 
percentage of missing data. Missing data is reported in the tables and a full list is 
available in Appendix VI. 
 
4.7.1 Demographic and practice characteristics  
Table 9 presents the demographic data of respondents. Most had no post-graduate 
qualification, were 40 years of age or younger, and had more than ten years 
















Table 9: Demographic profile of respondents (N=124) 
Item no. Variable No. (%) 
6. Highest OT qualification  
 Undergraduate diploma/bachelors degree 85 (68.6) 
 Postgraduate diploma/certificate 27 (21.8) 
 Postgraduate degree 12 (9.7) 
 Total 124 (100.0) 
7. Age  
 <30yrs 41 (33.1) 
 31-40yrs 49 (39.5) 
 41-50yrs 20 (16.1) 
 >50yrs 14 (11.3) 
 Total 124 (100.0) 
9. Years experience in OT  
 <2 yrs 12 (9.7) 
 2-5 yrs 18 (14.5) 
 5-10 yrs 32 (25.8) 
 >10yrs 62 (50.0) 
 Total 124 (100.0) 
 
Proportions for main caseloads are shown in descending order in Table 10. 
 
Table 10: Main caseload of respondents* 
Area No. (%) 
Paediatrics 71 (57.3) 
Adult physical & Geriatrics 50 (40.3) 
Mental health/psychosocial & intellectual impairment 32 (25.8) 
Community development 21 (16.9)  
Management 21 (16.9)  
Education 17 (13.7) 
Mix 13 (10.5) 
Other (including client assessment and training) 39 (31.5) 
Missing data 9 (7.3) 
* Many respondents worked in more than one area and therefore totals exceed sample size 
 
Table 11 shows the respondents’ practice profile. Most (114/124; 91.9%) had 
contact with clients and worked in urban areas in the private sector. The largest 
number of respondents worked in Gauteng followed by the Western Cape. Two of 
124 respondents worked in a combination of provinces, namely Gauteng/ Limpopo 

















Table 11: Practice profile of respondents (N=124) 
Item no. Variable No. (%) 
12. Province  
 Eastern Cape 3 (2.4) 
 Free State 10 (8.1) 
 Gauteng 47 (38.2) 
 KwaZulu Natal 16 (13.0) 
 Limpopo 1 (0.8) 
 Mpumalanga 7 (5.7) 
 Northern Cape 1 (0.8) 
 North West 5 (4.1) 
 Western Cape 35 (28.5) 
 Missing 1 (0.8) 
 Total 126 (102.4)* 
11. Location of work  
 Urban 102 (82.3) 
 Rural 13 (10.5) 
 Combination** 4 (3.2) 
 Missing 5 (4.0) 
 Total 124 (100.0) 
13. Sector  
 Public only 47 (37.9) 
 Private only 64 (51.6) 
 Combination 8 (6.5) 
 Missing 5 (4.0) 
 Total 124 (100.0) 
14. Public Sector works sites  
 Teaching /other hospital 16 (29.1) 
 CHC/community 11 (20.0) 
 School 12 (21.8) 
 University 5 (9.1) 
 Combination of above/other 9 (16.4) 
 Missing 2 (3.6) 
 Total# 55 (100.0) 
15. Private Sector work sites  
 Private occupational therapy practice 59 (81.9) 
 Non-governmental Organisation (NGO) 2 (2.8) 
 Insurance Company 1 (1.4) 
 Other 3 (4.2) 
 Combination 6 (8.3) 
 Missing 1 (1.4) 
 Total## 72 (100.0) 
 Combination of public & private  
 Other hospital & private OT practice 2 (25.0) 
 Combination in public, NGO & other private 1 (12.5) 
 School & private OT Practice 5 (62.5) 
 Total 8 (100.0) 
* Respondents working in more than one province (N=2) were entered under each province; the total therefore exceeds 124 
(100%) 
** These were combined with ‘urban’ in the analysis 
# Sum of no. in public sector and no. working in both public & private 
## Sum of no. in private sector and no. working in both public & private 
 
 

















Figure 5: Comparison of distribution of respondents by province 
 
As depicted in Table 12, there were no significant differences between sample 
(N=124) and population (N=2864) proportions, indicating that the sample mirrored 
the distribution of occupational therapists per province at the time of the survey.  
 
Table 12: Sample and population proportions by province
* 
Province Sample % (N=124) Population % (N=2684) p-value (two-tailed) 95% CI for difference 
in proportions 
Eastern Cape 2.4 3.9 0.567 -1.8-4.7 
Free State 8.1 8.2 0.875 -5.3-5.4 
Gauteng 37.9 37.4 0.932 -8.4-10.0 
KwaZulu-Natal 12.9 11.1 0.301 -4.5-8.4 
Limpopo 0.8 2.2 0.472 -0.7-3.5 
Mpumalanga 5.7 6.6 0.834 -3.7-5.5 
Northern Cape 0.8 1.7 0.688 -1.2-3.0 
North West 4.0 1.7 0.107 -1.6-6.3 
Western Cape 28.2 27.3 0.861 -7.4-9.7 
* Two participants worked in two provinces and were added to both provinces in which they worked 
 
Results for hypothesis tests are shown in Table 13. As expected, those with 
postgraduate qualifications had more years of experience (p= 0.015). No other 




































Table 13: Results for hypothesis tests for demographic and practice variables (N=124) 















<2 12 (14.1) 0 (0.0) 
 
12 (9.7)   
2-5 14 (16.5) 4 (10.3) 
 
18 (14.5)    
5-10 22 (25.9) 10 (25.6) 
 
32 (25.8)    
>10 37 (43.5) 25 (64.1) 
 
62 (50.0)    
Total 85 (100.0) 39 (100.0) 
 
124 (100.0)     
Age (years) Urban Rural Combination Total 185.0 0.767 
<30 29 (28.3) 9 (69.2) 2 (50.0) 40 (33.6)   
31-40 44 (43.1) 3 (23.1) 0 (0.0) 47 (39.5)   
41-50 19 (18.6) 0 (0.0) 0 (0.0) 19 (16.0)   
>50 10 (9.8) 1 (7.7) 2 (50.0) 13 (10.9)   
Total* 102 (99.8) 13 (100.0) 4 (100.0) 119* (100.0)   
Experience (years) Urban Rural Combination Total 189.0 0.817 
<5 18 (17.7) 9 (69.2) 1(25.0) 28 (23.5)   
>5 84 (82.4) 4 (30.8) 3 (75.0) 91 (76.5)   
Total* 102 (100.1) 13 (100.0) 4 (100.0) 119* (100.0)     
Experience (years) Public sector Private sector Combination Total 1258.0 0.143 
<2 10 (21.3) 2 (3.1) 0 (0.0) 12 (10.1) 
  
2-5 7 (14.9) 8 (12.5) 1 (12.5) 16 (13.5) 
  
5-10 7 (14.9) 19 (29.7) 6 (75.0) 32 (26.9) 
  
>10 23 (48.9) 35 (54.7) 1 (12.5) 59 (49.6) 
  
Total* 47 (100.0) 64 (100.0) 8 (100.0) 119* (100.0) 
  *Totals are less than 124 due to missing data 
 
4.7.2 Access to sources of information 
Table 14 shows access to different sources of evidence. A surprising number had 
access to computers and the internet but few had access to an academic library.  
 
Table 14: Respondents with access to sources of evidence (N=124)
*
 
Resources N No. (%) 
Computer 123 121 (98.4) 
Colleagues - other 117 113 (96.6) 
Colleagues - OTs 119 112 (94.1) 
Internet 118 108 (91.5) 
Journals 107 82 (76.6) 
Professional library 96 49 (51.0) 
* Missing data were excluded from the total for calculating %s 
 
4.7.3 Perceptions of EBP 
Table 15 summarises responses for perceptions of EBP. Almost all agreed or strongly 
agreed that EBP was important to occupational therapy and improved client care. A 
high proportion disagreed that EBP was of limited value in occupational therapy due 















Table 15: Perceptions of EBP (N=124) 






1. EBP is important to OT 118 1 (0.9) 117 (99.2) 
2. EBP improves client care 116 1 (0.9) 115 (99.1) 
3. EBP is of limited value in OT because there is not 
enough research evidence 
113 66 (58.4) 47 (41.6) 
4. EBP places too many demands on my workload 111 62 (55.9) 49 (44.1) 
* Missing data were excluded from the total for calculating %s 
Chi-squared tests revealed no significant associations between perceptions of EBP 
and qualification, age, years of experience, province or urban/rural area (for details 
refer to Appendix VII). 
4.7.4 Training
Although 96 of 123 respondents (78.1%) had heard about EBP, nly 31 (25.0%) had
received any training. Twenty-five of these (80.6%) attended training between 2002 
and 2004. Figure 6 depicts the proportion of respondents in each province who had
received EBP training.
Figure 6: Proportion with EBP training per province 
As shown in Table 16, there were no significant relationships between training in EBP 
and demographic or practice variables. There were also no associations between 










































different sources of evidence over the past two months and methods currently used 
by respondents.  
 
Table 16: Hypothesis tests for relationships between EBP training and other variables 
Item 
no. 
Variable N (%) No EBP Training  
No. (%) 





6. Qualification     0.41 1 0.523 
 Undergraduate 85 (69.1) 65 (70.7) 20 (64.5)    
 Postgraduate 38 (30.9) 27 (29.4) 11 (35.5)    
 Total 123 (100.0) 92 (100.1) 31 (100.0)    
7. Age (years)    1.02 3 0.797 
 <30 40 (32.5) 30 (32.6) 10 (32.6)    
 31-40 49 (39.8) 38 (41.3) 11 (35.5)    
 41-50 20 (16.3) 15 (16.3) 5 (16.1)    
 >50 14 (11.4) 9 (9.8) 5 (16.1)    
 Total* 123 (100.0) 92 (100.0) 31 (100.3)    
9. Experience (years)      0.495* 
 <2 111 (90.2) 84 (91.3) 27 (87.1)    
 >2 12 (9.8) 8 (8.7) 4 (12.9)    
 Total* 123 (100.0) 92 (100.0) 31 (100.0)    
12. Province       
 Eastern Cape 3 (2.5) 3 (3.3) 0 (0.0)    
 Free State 10 (8.2) 7 (7.6) 3 (10.0)    
 Gauteng 44 (36.1) 32 (34.8) 12 (40.0)    
 Kwazulu Natal 16 (13.1) 14 (15.2) 2 (6.7)    
 Mpumalanga 7 (5.7) 7 (7.6) 0 (0.0)    
 Northern Cape 1 (0.8) 0 (0.0) 1 (3.3)    
 North West 4 (3.3) 4 (4.4) 0 (0.0)    
 Western Cape 35 (28.7) 25 (27.2) 10 (33.3)    
 Combination 2 (1.6) 0 (0.0) 2 (6.7)    
 Total 122 (100.0) 92 (100.1) 30 (100.0)    
11. Location of work    0.78 2 0.676 
 Urban 101 (85.6) 74 (84.1) 27 (90.0)    
 Rural 13 (11.0) 11 (12.5) 2 (6.7)    
 Combination* 4 (3.4) 3 (3.4) 1 (3.3)    
 Total 118 (100.0) 88 (100.0) 30 (100.0)    
18. Success finding evidence    0.50 1 0.478 
 Yes 57 (51.4) 41 (49.4) 16 (57.1)    
 No 54 (48.7) 42 (50.6) 12 (42.9)    
 Total 111 (100.1) 83 (100.0) 28 (100.0)    
20. Success extracting information 
from sources 
     1.000* 
 Yes 50 (92.6) 35 (92.1) 15 (93.8)    
 No 4 (7.4) 3 (7.9) 1 (6.3)    
 Total 54 (100.0) 38 (100.0) 16 (100.1)    
21. Success applying evidence      0.293* 
 Yes 44 (78.6) 33 (82.5) 11 (68.8)    
 No 12 (21.4) 7 (17.5) 5 (31.3)    
 Total 56 (100.0) 40 (100.0) 16 (100.1)    
17. Sources used in clinical decision-
making 
      
  Own clinical experience      0.559
* 
 Often/very often 107 (97.3) 82 (97.6) 25 (96.2)    
 Rarely/not at all 3 (2.7) 2 (2.4) 1 (3.9)    
            Total 110 (100.0) 84 (100.0) 26 (100.1)    
  Continuing education 
programmes 
   0.01 1 0.919 
 Often/very often 79 (75.2) 60 (75.0) 19 (76.0)    
 Rarely/not at all 26 (24.8) 20 (25.0) 6 (24.0)    
           Total 105 (100.1) 80 (100.0) 25 (100.0)    
  Opinion of colleagues    0.03 1 0.857 
 Often/very often 76 (71.7) 57 (71.3) 19 (73.1)    
 Rarely/not at all 30 (28.3) 23 (28.8) 7 (26.9)    


















Variable N (%) No EBP Training  
No. (%) 





  Textbooks    1.27 1 0.260 
 Often/very often 65 (62.5) 47 (59.5) 18 (72.0)    
 Rarely/not at all 39 (37.5) 32 (40.5) 7 (28.0)    
           Total 104 (100.0) 79 (100.0) 25 (100.0)    
  Undergraduate education    0.98 1 0.322 
 Often/very often 61 (60.4) 48 (63.2) 13 (52.0)    
 Rarely/not at all 40 (39.6) 28 (36.8) 12 (48.0)    
           Total 101 (100.0) 76 (75.3) 25 (100.0)    
  Research literature    0.43 1 0.510 
 Often/very often 50 (50.5) 37 (48.7) 13 (56.5)    
 Rarely/not at all 49 (49.5) 39 (51.3) 10 (43.5)    
           Total 99 (100.0) 76 (100.0) 23 (100.0)    
  Internet    2.28 1 0.131 
 Often/very often 26 (25.7) 17 (22.1) 9 (37.5)    
 Rarely/not at all 75 (74.3) 60 (77.9) 15 (62.5)    
           Total 101 (100.0) 77 (76.2) 24 (23.8)    
22. EBP methods being used       
  Learning the skills of EBP    0.07 1 0.786 
 Yes 42 (38.5) 31 (37.8) 11 (40.7)    
 No 67 (61.5) 51 (62.2) 16 (59.3)    
           Total 109 (100.0) 82 (100.0) 27 (100.0)    
  EBOT summaries of current 
research 
   0.158 1 0.691 
 Yes 61 (56.0) 45 (54.9) 16 (59.3)    
 No 48 (44.0) 37 (45.1) 11 (40.7)    
           Total 109 (100.0) 82 (100.0) 27 (100.0)    
  EBOT guidelines or 
protocols 
   0.20 1 0.655 
 Yes 60 (55.6) 46 (56.8) 14 (51.9)    
 No 48 (44.4) 35 (43.2) 13 (48.2)    
           Total 108 (100.0) 81 (75.0) 27 (25.0)    
* Fisher’s exact test, two-tailed 
 
No significant differences were found between training in EBP and perceptions that 
EBP is important to occupational therapy, improves client care or has limited value 
due to insufficient research, but those who had been trained were significantly more 
likely to disagree that EBP placed too many demands on workload (see Table 17). 
 
Table 17: Associations between EBP training and perceptions of EBP 
Item 
no. 
Perceptions of EBP N (%) No EBP Training  
No. (%) 
EBP training 




1. Important to OT   
   
1.000* 
 Agree 116 (99.2) 86 (98.9) 30 (100.0) 
  
 
 Disagree 1 (0.9) 1 (1.2) 0 (0.0) 
  
 
 Total 117 (100.1) 87 (100.1) 30 (100.0) 
  
 
2. Improves client care   
   
1.000* 
 Agree 114 (99.1) 84 (98.8) 30 (100.0) 
  
 
 Disagree 1 (0.9) 1 (1.2) 0 (0.0) 
  
 
 Total 115 (100.0) 86 (100.0) 30 (100.0) 
  
 
3. Of limited value in OT due to 
insufficient research evidence 
  
 
2.08 1 0.150 
 Agree 46 (41.1) 37 (45.1) 9 (30.0) 
  
 
 Disagree 66 (58.9) 45 (54.9) 21 (70.0) 
  
 
 Total 112 (100.0) 82 (100.0) 30 (100.0) 
  
 




4.12 1 0.042 
 Agree 48 (43.6) 40 (49.4) 8 (27.6) 
  
 
 Disagree 62 (56.4) 41 (50.6) 21 (72.4) 
  
 
 Total 110 (100.0) 81 (100.0) 29 (100.0) 
  
 
















Responses for preferred methods of moving from ‘opinion based’ to evidence-based 
practice in the future (item 23) and main priorities for occupational therapy in SA 
(item 24) are portrayed in Table 18. Most interest was expressed in brief evidence-
based summaries of occupational therapy research and/or evidence-based 
occupational therapy practice guidelines/protocols over searching for and appraising 
research literature. The most popular priority for the future was brief evidence-
based summaries. Workshops and short in-service training sessions were rated 
highest for continuing education (item 30). 
 
Table 18: Methods, priorities and formats for EBOT in SA in the future (N=124) 
Item no. Variable N No Yes  
23. Method of moving from ‘opinion based’ to EBP  No. (%) No. (%) 
 Evidence-based summaries of 
occupational therapy research 
117 21 (16.9) 96 (77.4) 
 Using EBOT practice guidelines/protocols 117 27 (21.8) 90 (72.6) 
 Learning skills to search for and appraise 
literature 
117 63 (50.8) 54 (43.5) 
24. Priority    
 Evidence-based occupational therapy 
summaries 
116 63 (50.8) 53 (42.7) 
 Using EBOT practice guidelines/protocols 116 76 (61.3) 40 (32.3) 
 Learning EBP skills 116 87 (70.2) 29 (23.4) 
30. Format for continuing education  Slightly/not useful Very/extremely useful 
 Workshops 120 19 (15.3) 101 (81.5) 
 Short in-service training sessions 117 18 (14.5) 99 (79.8) 
 Brief summaries 117 23 (18.5) 94 (75.8) 
 Summaries on databases 113 31 (25.0) 82 (66.1) 
* Missing responses regarded as ‘no’ 
 
There were no associations between training in EBP and methods respondents were 
interested using in the future. Employment in urban areas was associated with a 
preference for summaries on databases (Fisher’s exact p, two tailed=0.038). 
 
4.7.5 Knowledge of EBP 
Ninety-six of 123 (77.4%) had heard about EBP. Main sources for hearing about EBP 


















Table 19: Sources of hearing about EBP (N=96)
*
 
Sources No. (%) 
Conferences/workshops 57 (58.8) 
Colleagues 53 (54.6) 
Journals 45 (46.4) 
Newsletters 30 (30.9) 
Other# 16 (16.5) 
* Those who had not heard about EBP were not required to respond to these items. One missing response. 
# Visiting overseas lecturer: n=1; worked overseas: n=5; University: n=8; OTASA function: n=1; meeting: n=1; not stated: n=2 
 
4.7.6 Skills in EBP 
One item tested self-perceived skills in EBP. Categories were collapsed into ‘not at 
all/a little confident’ and ‘quite/very confident’ for the analysis. Table 20 shows 
respondents’ confidence in different EBP skills. While many were quite or very 
confident in literature searches, they lacked confidence in determining the design of, 
and evaluating, a study. Few respondents felt confident using The Cochrane Library.  
 
Table 20: Confidence in EBP skills (N=124) 




Literature searching 122 50 (40.3) 72 (58.1) 
Determining the clinical significance of study results 121 76 (61.3) 45 (36.3) 
Determining the design of a study 120 88 (71.0) 32 (25.8) 
Evaluating the validity of a study 121 91 (73.4) 30 (24.2) 
Using The Cochrane Library 121 117 (94.4) 4 (3.2) 
* Missing responses regarded as ‘no’ 
 
Eighty-four of 124 provided rea ons for their lack of confidence in the skills listed in 
Table 20. Forty-nine percent (41/84) had either never heard of The Cochrane Library 
or had never used it (refer to Table 21).  
 
Table 21: Reasons for lack of confidence (N=84) 
Reasons No. (%) 
Knowledge and experience in research skills inadequate 26 (31.0) 
Time constraints  5 (6.0) 
Poor computer literacy 4 (4.8) 
Lack of motivation 4 (4.8) 
Lack of access to libraries/The Cochrane Library 4 (4.8) 
Working in isolation 1 (1.2) 
Cost of accessing information 1 (1.2) 
 
Respondents with postgraduate qualifications were significantly more confident 
doing literature searches (chi-square=6.83, df=1, p=0.009) and determining the 
clinical significance of study results (chi-square=5.66, df=1, p=0.017). There were no 















employment in a rural/urban area. Those who had undergone EBP training reported 
greater confidence using the Cochrane electronic database (chi-square=5.29, df=1, 
p=0.021) but not literature searches or evaluating studies. 
 
Knowledge was tested by asking respondents to name their favourite search engine 
and most-used professional website. Only 37.9% (47/124) provided names of search 
engines with Google (47/124, 37.9%) and Yahoo (13/124, 10.5%) being most 
popular. A high number (65/124, 52.4%) omitted this item, wrote ‘not applicable’ or 
stated they did not use search engines or did not know how. Some (11/124, 8.9%) 
gave inappropriate responses such as names of websites or databases. When asked 
for their most-used website, 26.6% (33/124) named professional websites and the 
majority (86/124, 69.4%) omitted the item, wrote ‘not applicable’ or stated they did 
not use any websites. Four respondents (3.2%) used different sites depending on the 
information needed.  
 
4.7.7 EBP behaviour  
Forty-six percent (57/124) reported success finding research evidence pertaining to 
their practice in the past two months, 40% (50/124) were able to extract information 
and 36% (44/124) were able to apply it in practice. The sources of information they 
had used over the previous two months are shown in Table 22. Most relied on 
clinical experience and few had used research literature or the internet.  
 
Table 22: Sources used to assist clinical decision-making (N=124) 
Sources N Not at all/rarely 
No. (%) 
Often/ very often  
No. (%) 
Own clinical experience 111 3 (2.4) 108 (87.1) 
Continuing education programmes 106 26 (21.0) 80 (64.5) 
Opinion of colleagues 107 30 (24.2) 77 (62.1) 
Textbooks 105 40 (32.3) 65 (52.4) 
Undergraduate education 102 40 (32.2) 62 (50.0) 
Research literature  100 50 (40.3) 50 (40.3) 
Internet 102 75 (60.5) 27 (21.8) 
 
Thirty-eight of the 67 respondents (56.7%) who had not been successful finding 
evidence gave reasons for their difficulties. Three reasons emerged from the post-














26.3%), encountered limitations in the research available (14/38, 36.8%) and 
experienced a variety of barriers that prevented them finding evidence (18/38, 
47.4%). Further analysis of each reason identified the categories depicted in Table 
23. 
Table 23: Reasons for lack of success in finding evidence (N=124) 
Themes Categories No. (%) 
Not actively seeking new knowledge Don't actively look for literature 7 (5.6) 
Read what is easily available 2 (1.6) 
Use accepted methods 1 (0.8) 
Limitations in the research available Limited research in certain areas 8 (6.5) 
Lack of relevant research 5 (4.0) 
Barriers to finding evidence Lack of convenient access to internet and literature 10 (8.1) 
Lack of time 5 (4.0) 
Lack of knowledge about EBP 4 (3.2) 
Lack of support from employer 1 (0.8) 
Although 10 respondents gave reasons for difficulties extracting information from
sources, these were related to finding rather than extracting evidence. Reasons 
confirmed the barriers to be: insufficient access to evidence sources (literature and
the internet); limitations in the information available; difficulty accessing 
information; and lack of relevance of information. One respondent said extracting
information from sources was ‘far too complicated’ and another said it was ‘time-
consuming’. 
Eleven respondents elaborated on their difficulties applying evidence. One had not 
tried to apply evidence while others either found that resources were insufficient to 
do so (4/11) or that the evidence was not directly applicable to their context (5/11), 
mainly because the research was conducted in an upper-income country. One 
respondent felt that the medical model of training isolated professions which 
influenced her application of evidence to practice. 
To judge their use of research literature, respondents were asked to indicate 
whether they had used systematic reviews and meta-analyses, RCTs and/or non-















in Table 24. Referring to the EBP methods they were using, respondents favoured 
EBOT guidelines/protocols and brief EBOT summaries of current research. Few were 
learning the skills of EBP, but most seemed to be attempting to base their practice 
on some form of evidence as only 13 of 124 (10.5%) reported not drawing on any of 
the forms of evidence listed.  
 
Table 24: Types of research design and EBP methods used (N=124) 




Systematic reviews and meta-analyses of RCTs 50 24 (48.04) 26 (52.0) 
RCTs 50 38 (76.0) 12 (24.0) 
Non-randomised experimental studies 50 33 (66.0) 17 (34.0) 
EBP methods used    
Learning the skills of EBP 110 67 (60.9) 43 (39.1) 
Applying EBOT summaries of current research 110 49 (44.6) 61 (55.5) 
Using EBOT guidelines or protocols 109 48 (44.0) 61 (56.0) 
 
Respondents with less than two years experience were significantly more reliant on 
textbooks and undergraduate education when making clinical decisions (refer to 
Table 25).  
 
Table 25: Hypothesis tests for experience and sources of evidence used in clinical decision-making 
Variable Total  
N (%) 
>2 years experience  
No. (%) 
< 2 years experience  
No. (%) 
p-value 
Clinical experience    0.271* 
Often/very often 108 (97.3) 98 (98.0) 10 (90.9)  
Not at all/rarely 3 (2.7) 2 (2.0) 1 (9.1)  
Total 111 (100.0) 100 (100.0)  11 (100.0)  
Continuing education programmes    0.266* 
Often/very often 80 (75.5) 73 (76.8) 7 (63.6)  
Not at all/rarely 26 (24.5) 22 (23.2) 4 (36.4)  
Total 106 (100.0) 95 (100.0) 11 (100.0)  
Opinion of colleagues    0.736* 
Often/very often 77 (72.0) 69 (72.6) 8 (66.7)  
Not at all/rarely 30 (28.0) 26 (27.4) 4 (33.3)  
Total 107 (100.0) 95 (100.0) 12 (100.0)  
Textbooks    0.032* 
Often/very often 65 (61.9) 55 (58.1) 10 (90.9)  
Not at all/rarely 40 (38.1) 39 (41.5) 1 (9.1)  
Total 105 (100.0) 94 (100.0) 11 (100.0)  
Undergraduate education    0.003* 
Often/very often 62 (60.8) 50 (55.6) 12 (100.0)  
Not at all/rarely 40 (39.2) 40 (44.4) 0 (0.0)  
Total 102 (100.0) 90 (100.0) 12 (100.0)  
Research literature     0.318* 
Often/very often 50 (50.0) 47 (52.2) 3 (30.0)  
Not at all/rarely 50 (50.0) 43 (47.8) 7 (70.0)  
Total 100 (100.0) 90 (100.0) 10 (100.0)  
Internet    0.723* 
Often/very often 27 (26.5) 25 (27.5) 2 (18.2)  
Not at all/rarely 75 (73.5) 66 (72.5) 9 (81.8)  
Total 102 (100.0) 91 (100.0) 11 (100.0)  















There were no associations between qualification level and reliance on different 
sources of evidence in clinical decision-making (see Table 26).  
 






 No. (%) 
Chi-square df p-value 
Clinical experience      1.000* 
     Often/very often 108 (97.3) 76 (97.4) 32 (97.0)    
      Not at all/rarely 3 (2.7) 2 (2.6) 1 (3.0)    
Total 111 (100.0) 78 (100.0) 33 (100.0)    
Continuing education programmes    0.63 1 0.426 
      Often/very often 80 (75.5) 55 (73.3) 25 (80.7)    
      Not at all/rarely 26 (24.5) 20 (26.7) 6 (19.4)    
Total 106 (100.0) 75 (100.0) 31 (100.1)    
Opinion of colleagues    0.02 1 0.884 
      Often/very often 77 (72.0) 55 (72.4) 22 (71.0)    
      Not at all/rarely 30 (28.0) 21 (27.6) 9 (29.0)    
Total 107 (100.0) 76 (100.0) 31 (100.0)    
Textbooks    1.94 1 0.164 
      Often/very often 65 (61.9) 42 (57.5) 23 (71.9)    
      Not at all/rarely 40 (38.1) 31 (42.5) 9 (28.1)    
Total 105 (100.0) 73 (100.0) 32 (100.0)    
Undergraduate education    0.06 1 0.810 
      Often/very often 62 (60.8) 42 (60.0) 20 (62.5)    
      Not at all/rarely 40 (39.2) 28 (40.0) 12 (37.5)    
Total 102 (100.0) 70 (100.0) 32 (100.0)    
Research literature     0.74 1 0.391 
      Often/very often 50 (50.0) 32 (47.1) 18 (56.3)    
      Not at all/rarely 50 (50.0) 36 (52.9) 14 (43.8)    
Total 100 (100.0) 68 (100.0) 32 (100.1)    
Internet    0.05 1 0.820 
      Often/very often 27 (26.5) 19 (27.1) 8 (25.0)    
      Not at all/rarely 75 (73.5) 51 (72.9) 24 (75.0)    
Total 102 (100.0) 70 (100.0) 32 (100.0)    
* Fisher’s exact test, two-tailed 
 
The logistic regression analysis revealed that qualification, experience, place of 
practice, sector, province and EBP training were not significantly associated with 
success finding evidence. Age was significantly associated with success finding 
evidence (p=0.043). Respondents aged 31 years or older were 0.4 times less likely to 
experience success finding evidence relevant to their practice than those younger 
than 31 years of age (refer to Table 27). The non-significant variables were removed 
from the model and only age was retained, however this revealed that the model 
had a poor ability to distinguish whether age was a predictor for success finding 

















Table 27: Odds ratios and 95% CIs for success finding evidence 
Variable Yes Crude OR (95% CI) p-value 
Age N %   
< 31 years 39 64.1 1.0 (ref)  
> 31 years 73 43.8 0.4 (0.2-0.97) 0.043 
Total 112    
Experience     
< 5 years 28 64.3 1.0 (ref)  
> 5 years 84 46.4 0.5 (0.2-1.2) 0.105 
Total 112    
Qualification     
Undergraduate 79 54.4 1.0 (ref)  
Postgraduate 33 42.4 0.6 (0.3-1.4) 0.248 
Total 112    
Place of practice     
Urban 99 49.5 1.0 (ref)  
Rural 13 61.5 1.6 (0.5-5.3) 0.417 
Total 112    
Sector     
Public 51 43.1 1.0 (ref)  
Private 61 57.4 1.8 (0.8-3.8) 0.135 
Total 112    
Province     
Gauteng 44 54.6 1.0 (ref)  
Western Cape 29 41.4 0.6 (0.2-1.5) 0.272 
Other 39 53.9 1.0 (0.4-2.3) 0.949 
Total 112    
Training     
No 83 49.4 1.0 (ref)  
Yes 28 57.1 1.3 (0.6-3.2) 0.479 
Total 111    
 
Respondents aged 31 years or older and those with more than five years experience 
were significantly more able to apply evidence in the SA context (refer to Table 28). 
Although level of qualification appeared to have an impact on ability to apply 
evidence, these effects could not be tested in the multivariate analysis due to the 
presence of a zero value. Private practitioners appeared to be more able to apply 
evidence but this was not statistically significant. There were also no significant 
differences for ability to apply evidence and place of practice, province and EBP 
training. Adjusting the model to include only the significant variables (age and years 
experience) revealed that neither made a significant contribution to predicting 
ability to apply evidence. The model was therefore poor at predicting who was more 

















Table 28: Odds ratios and 95% confidence intervals for ability to apply evidence 
Variable Yes Crude OR (95% CI) p-value Adjusted OR (95% CI) p-value 
 N %      
Age       
< 31 years 27 63.0 1.0 (ref)    
> 31 years 29 93.1 7.9 (1.5-40.7) 0.01 5.4 (0.6-47.8) 0.13 
Total 56      
Experience       
< 5 years 20 60.0 1.0 (ref)    
> 5 years 36 88.9 5.3 (1.4-21.0) 0.02 1.7 (0.3-10.8) 0.59 
Total 56      
Place of practice       
Urban 48 79.2 1.0 (ref)    
Rural 8 75.0 0.8 (0.1-4.5) 0.79 -  
Total 56      
Sector       
Public 24 66.7 1.0 (ref)    
Private 32 87.5 3.5 (0.9-13.5) 0.07 -  
Total 56      
Province       
Gauteng 26 80.8 1.0 (ref)    
Western Cape 11 72.7 0.6 (0.1-3.3) 0.59 -  
Other 19 79.0 0.9 (0.2-3.9) 0.88 -  
Total 56      
Training       
No 40 82.5 1.0 (ref)    
Yes 16 68.8 0.5 (0.1-1.8) 0.26 -  
Total 56      
 
4.7.8 Future development of EBOT in SA 
Respondents were asked for suggestions to develop EBOT in SA. Of the 41 
respondents who gave suggestions, two (4.9%) did not consider EBP a priority, albeit 
useful, but most supported this approach as a requirement for effective occupational 
therapy practice as illustrated in this quote:  
 
‘This approach will be of great value to our profession. We would be able to 
make decisions on clinically proven information. This will improve the 
credibility of OT's within the medical profession as many decisions are made 
through "gut feeling". Yes, in many cases it is correct but lacks scientific 
backing.’ 
 
Evidence-based practice was also considered an essential aspect of developing a 
research culture in occupational therapy: 
‘I think it is essential. I think as OTs we need to develop a culture of research 
to produce the necessary tools and information for evidence-based practise, 
















Other suggestions included raising awareness among occupational therapists and 
improving knowledge through training (13/41, 31.7%), supporting the development 
of EBP skills (2/41, 4.9%), providing open access to information (2/41, 4.9%) and 
offering assistance with evidence-based record-keeping (2/41, 4.9%). To facilitate 
EBP, it was recognised that the amount of research undertaken and published 
needed to increase (4/41, 9.8%) and that the type of research undertaken had to be 
‘realistic and relevant’ to the SA context (4/41, 9.8%). Mechanisms to encourage EBP 
included journal clubs in which articles were evaluated (2/41; 4.9%), summarising 
research in occupational therapy journals and providing links to full text articles 
(1/41, 2.4%), and holding annual research days (1/41, 2.4%).  
 
4.7.9 Summary 
Most respondents had heard about and had positive perceptions of EBP, but few had 
received any EBP training. Confidence was reasonable for literature searches but low 
for evaluating studies and using The Cochrane Library. This also seemed to be 
reflected in the high reliance on clinical experience and low use of research literature 
and the internet, despite the majority having internet access. Lack of success finding 
evidence was attributed to respondents not actively seeking evidence, limitations in 
the research available and barriers, such as time, knowledge and convenient access 
to evidence sources. Respondents younger than 31 years of age were more 
successful finding evidence, but those of 31 years or older and with more than five 
years’ work experience were more able to apply evidence in the SA context. There 
were significant relationships between postgraduate qualifications and confidence 
searching for evidence and determining the significance of study findings, as well as 
training in EBP and confidence using The Cochrane Library. Brief evidence-based 
summaries and EBOT practice guidelines/protocols were preferred over searching 
for and appraising primary literature. Workshops and short in-service training 
















Generalisability of the study results will first be considered. This will be followed by a 
discussion of the study findings with reference to similar studies conducted with 
occupational therapists. Lastly, the strengths and limitations of the study will be 
examined. 
4.8.1 Generalisability of the results
Similar to the findings of other occupational therapy surveys (Bennett et al., 2003b, 
McCluskey, 2003b), the majority of respondents in the current study had an
undergraduate qualification, more than five years’ experience and worked in urban
areas. Most respondents had direct contact with clients and worked in the private 
sector. The high number employed in the private sector was surprising but no figures 
could be obtained from the HPCSA or the OTASA to determine whether this was 
representative of the proportion of occupational therapists employed in the public
and private sectors nationally. Considering that the number of occupational therapy 
positions in the public service is limited, it may be that more occupational therapists
are working in private practice. At the time of the study, few occupational therapists
in the public health sector were employed in rural areas and therefore the high
proportion of respondents in urban areas probably provides an accurate reflection of
the distribution within urban and rural areas. There was no significant difference 
between the sample and population with regard to distribution of respondents 
across the provinces. It is possible that the sample was not representative of the
proportion of occupational therapists with fewer years of experience, although in
the absence of data to confirm or refute this, it is difficult to gauge. It is also possible 
that the number of respondents with access to the internet may not represent the 
reality for many therapists. It may be that many only had access to the internet
outside of work but this information was not included in the questionnaire. The
association between being younger than 30 years old and working in a rural area was 
expected as new graduates complete one year of compulsory community service 















demographic profile of respondents, it seems that the sample was representative of 
the population of occupational therapists particularly with regard to provincial 
distribution, rural or urban practice and possibly employment in the public or private 
sector. Therefore, it appears that the results of this study can be generalised to the 
population of occupational therapists in SA. However, access to the internet at work 
should not be assumed. 
 
4.8.2 Perceptions of EBP 
It was encouraging that such a high percentage perceived the importance of EBP to 
occupational therapy and improving client care. This bodes well for the development 
of EBOT in SA and confirms the findings of studies in Australia, (Bennett et al., 2003b, 
Copley and Allen, 2009), the UK (Cooke et al., 2008, Curtin and Jaramazovic, 2001, 
Humphris et al., 2000, Lyons et al., 2010, Metcalfe et al., 2001, Upton, 1999a) and 
the US (Cameron et al., 2005, Lopez et al., 2008, Philibert et al., 2003, Salls et al., 
2009). However, these positive perceptions were contrasted by the relatively high 
percentage who perceived EBP to be of limited value in occupational therapy due to 
insufficient evidence (38%) and that it placed too many demands on workload (40%). 
Ambivalent attitudes towards EBP were similarly identified in a Canadian study 
(Dubouloz et al., 1999).  
 
Responses to items measuring perceptions were slightly more positive than those in 
a similar study (Bennett et al., 2003b). This is likely due to the different sample in this 
study. However, the use of a four-point Likert scale may also have influenced the 
results as respondents were forced to make a choice on the agree or disagree side of 
the scale, as opposed to the five point scale used by Bennett et al which provided a 
neutral option. It could also be due to the lower percentage of respondents who had 
received some training in EBP compared to those in Bennett et al’s study. The 
association between EBP training and disagreement that ‘EBP places too many 
demands on my workload’ was also reported by Bennett et al (2003b). The 
perception that EBP is time-consuming concurs with the results of several other 















2002, Salls et al., 2009) and is a potential barrier to increasing implementation of 
EBP.  
 
The lack of association between perceptions of EBP and employment in urban or 
rural areas differs from a previous study which found that respondents in rural areas 
were more likely to agree that EBP placed too many demands on their workload 
(Bennett et al., 2003b). This could be due to the lower ratio of occupational 
therapists per 100,000 population in SA resulting in an even higher work load for 
rural therapists. A further aggravating factor could be lack of convenient access to 
the internet, making the retrieval of evidence even more time-consuming.  
 
4.8.3 Training in EBP 
The low percentage who had received EBP training (25%) was expected considering 
EBP was a relatively new concept in occupational therapy at the time of the study. It 
did, however, point to the need for concentrated efforts to provide training 
opportunities to all occupational therapists in SA. The paucity of occupational 
therapists with EBP training was widespread at the time of the study evidenced in 
two Australian studies which reported that 34% (Bennett et al., 2003b) and 15% 
(McCluskey, 2003b) of their respondents had received EBP training. A SA study with 
psychiatrists and mental health general practitioners reported an even lower level of 
training with only 13% of psychiatrists and 17% of general practitioners having 
attended an evidence-based healthcare (EBHC) course (Siegfried et al., 2003).  
 
Lack of training or knowledge about EBP has been identified as a barrier to 
implementing EBOT (Curtin and Jaramazovic, 2001) and research suggests that 
training increases confidence in EBP skills (Bennett et al., 2003b, Salls et al., 2009). 
As awareness of the importance of using research evidence to inform practice has 
steadily increased, the percentage of occupational therapists with EBP training 
should also have increased in recent years both locally and internationally, 
particularly as many universities now include EBP training in their occupational 















fairly recent American study reported that respondents with less than five years’ 
experience and those with postgraduate degrees were significantly more likely to 
have received EBP training in their occupational therapy education (Salls et al., 
2009). A follow-up study of nursing, occupational therapy, physiotherapy and social 
work graduates from three London universities found that the majority had received 
training in the skills required for EBP during their professional education and few had 
received training through short-courses at their workplace (Caldwell et al., 2007).  
 
The top two sources for hearing about EBP in the current survey were 
conferences/workshops and colleagues. This provides some direction in terms of 
potential avenues for offering training to raise awareness and improve knowledge 
about EBP. As discussed in Chapter 1, only three of the eight SA occupational therapy 
undergraduate programmes included EBP in their curricula. To ensure that graduates 
are equipped with the skills to implement EBP, further efforts must be made to 
encourage the inclusion of EBP content in all occupational undergraduate curricula. 
In addition, postgraduate occupational therapy programmes should build on the 
skills taught at undergraduate level to further equip occupational therapists to 
implement EBP. 
 
Choices for facilitating the process of moving from ‘opinion-based’ to evidence-
based practice concurred with those of Bennett et al (2003b). Brief summaries and 
guidelines/protocols were rated above searching for and appraising literature and 
respondents’ first choice for future continuing education events was workshops. The 
focus for future EBOT training in SA should therefore be on providing workshops that 
train therapists to use pre-appraised sources of evidence such as systematic reviews, 
critically appraised papers, evidence-based guidelines and articles from the OTseeker 
database.  
 
The association between lack of EBP training and agreement that ‘EBP places too 
many demands on my workload’ suggests that training was successful in shifting 















confidence in using The Cochrane Library database. However, the lack of association 
between EBP training and success finding and applying evidence shows that training 
to date has not been successful in helping occupational therapists implement EBP. 
This may be due to an over-emphasis on the theoretical content and appraisal of 
articles rather than practical ‘hands-on’ search sessions where participants conduct 
searches with support available. Future training should also assist therapists to 
interpret and apply research findings in SA settings.  
 
4.8.4 Skills in EBP 
The current study confirms the findings of previous studies with regard to 
occupational therapists’ lack of confidence in EBP skills (Bennett et al., 2003b, 
Dubouloz et al., 1999, McCluskey, 2003b, Upton, 1999a, Upton and Upton, 2006). 
Compared to therapists in Bennett et al’s (2003b) study, confidence levels in the SA 
sample were generally lower than their Australian counterparts. Less than 60% of 
the current sample rated their confidence in searching as reasonable, revealing this 
as an area for further attention in training. Poor knowledge of electronic databases 
and sources of evidence were similarly reported in studies in Australia (McCluskey, 
2003b) and the US (Dysart and Tomlin, 2002) just prior to the current survey. There 
is some indication that this may be changing as more recent studies have reported 
greater familiarity with search engines relevant to occupational therapy and more 
confidence finding research evidence to answer clinical questions, (Salls et al., 2009) 
and implementing EBP (Caldwell et al., 2007) 
 
Similarly, lack of confidence in appraising studies is a barrier that needs addressing 
to truly equip occupational therapists to apply evidence in their practice. Low 
confidence levels in critical appraisal have been stated in several previous studies 
(Dysart and Tomlin, 2002, McCluskey, 2003b, Metcalfe et al., 2000, Pain et al., 2004), 
but a relatively recent one reported higher confidence levels (Salls et al., 2009). This 
change is encouraging and indicates that the profession may gradually be moving 
towards achieving its goal of being an evidence-based profession. As a lack of skills in 















2003b, Dysart and Tomlin, 2002, Lyons et al., 2010, McCluskey, 2003b, Metcalfe et 
al., 2001, Philibert et al., 2003), training programmes must incorporate basic 
principles of research design and study quality to enable therapists to make 
appropriate decisions about research, even though this may be pre-appraised. 
 
Lack of confidence using The Cochrane Library suggests that the majority either do 
not know what it is, or have not used it much. Siegfried et al (2003) found that 58% 
of psychiatrists and 69% of general practitioners were unaware of The Cochrane 
Library and very few had read or used articles retrieved from it. The current study 
did not request respondents to indicate whether they were aware of The Cochrane 
Library but only asked them to indicate confidence in using it. As EBP has been more 
widely publicised in medicine, it is likely that even fewer occupational therapists in 
SA are aware of The Cochrane Library than reported by Siegfried et al. Training 
programmes should therefore include information about this evidence source with 
practical ‘hands on’ search sessions of the databases. Other databases containing 
research relevant to occupational therapy, such as OTseeker, should also be 
included. 
 
As in Bennett et al’s (2003b) study, respondents with a postgraduate qualification 
were more confident searching for literature and determining the clinical 
significance of the results of a study. However, unlike the study of Bennett et al, 
those with EBP training were not more confident in searching for literature or 
evaluating a study. This could be due to a lack of practical training in conducting 
searches and evaluating studies. The lack of association between confidence in EBP 
skills and years of experience, or employment in a rural/urban area in the current 
study indicates that respondents had relatively equal knowledge and skills in EBP.  
 
4.8.5 Application of EBP and access to resources 
There were no significant predictors of therapists’ abilities to find and apply research 
findings. This may have been due to the small sample size. A study involving 














qualification level to be the most significant predictor of research use (Brown et al., 
2010a), but they cautioned that this may not have been due to the education per se 
but rather the research knowledge gained during postgraduate studies. 
The poor success rate in finding and applying evidence to practice is not surprising 
considering the low number with EBP training and the limited confidence in EBP 
skills. As pointed out in previous studies (Lopez et al., 2008, Metcalfe et al., 2001) 
lack of success finding evidence may also be due to the absence of published 
research in some areas of occupational therapy practice and difficulty applying 
findings from studies conducted in developed contexts. This was supported by the 
results of the post-coding analysis of the open-ended questions in the current study.
Low or moderate application of evidence to practice has been found in other studies
(Brown et al., 2010b, Cameron et al., 2005, Humphris et al., 2000, Lyons et al., 2010,
Philibert et al., 2003, Salls et al., 2009, Sweetland and Craik, 2001). Even when
research findings are applied this may be inconsistent. A study of therapists working 
in stroke found that techniques with weak supporting evidence were used frequently
while those that were strongly supported by research were seldom applied
(Gustafsson and Yates, 2008).
The fact that respondents had largely used their clinical experience to make 
treatment decisions is not unusual and is supported by studies from Australia
(Bennett et al., 2003b, Copley and Allen, 2009), Canada (Dubouloz et al., 1999) and
the UK (Curtin and Jaramazovic, 2001, Sweetland and Craik, 2001, Upton, 1999a)
which similarly found greater reliance on clinical experience with research playing a
small albeit important role. Bennett et al (2003b) argued that reliance on clinical 
experience is compatible with the EBP model which states that decision-making is 
informed by research findings together with clinical experience and client
preferences (Sackett, 1997, Sackett et al., 1996). It has been suggested that the role
of research in decision-making has been over-emphasised to the detriment of
understanding how the different components of EBP are used in the clinical 















processes in EBP training has been advocated as a possible way of increasing 
confidence in EBP skills (Bennett et al., 2003b).  
 
Low usage of research has been found in other studies. For example, in a US study, 
continuing education and mentors were used most often, research was rated fourth 
and the internet/Listserves were used the least (Philibert et al., 2003). Salls et al 
(2009) similarly reported low use of electronic databases and irregular use of 
research literature. In the SA survey research literature and the internet were 
seldom used unlike in Cooke et al’s study (2008) where the internet was the most 
effective source for getting evidence into practice. Still other studies have identified 
the necessity of using all available evidence (Copley and Allen, 2009). 
 
It is interesting that research literature was rated lower and textbooks higher in the 
SA survey compared with the Australian one (Bennett et al., 2003b). This is probably 
due to many SA occupational therapists not having access to academic libraries or 
the internet at work. It may also be that text books are viewed as more user-friendly 
because the information is more understandable and easier to interpret and apply. It 
is, however, unknown whether the textbooks used by therapists were current. 
Favouring textbooks may be reinforced if tertiary education institutions use 
prescribed textbooks in their courses rather than encouraging students to access 
journal articles. Pain et al (2004) reported that textbooks and colleagues were used 
most commonly to guide practice. Considering the high costs of textbooks in SA, it is 
doubtful that most occupational therapists have the most recent textbooks; as a 
result they may not have access to the most current research, implying that they 
may not be informed about current research evidence for occupational therapy 
interventions.  
 
Internet usage was exceptionally low in the current study despite the majority 
stating they had access. It may be that they only had access at home and may have 
been less likely to look for information on the internet after hours due to other 















questionnaire. Lack of convenient access to electronic databases has been identified 
as a strong barrier to EBP (Dysart and Tomlin, 2002, McCluskey, 2003b) and affects 
many SA occupational therapists who only have internet access through a more 
senior manager whose office is removed from their own. Many therapists do not 
even have internet access at work. This statement is supported by a SA study that 
reported only 50% of psychiatrists and general practitioners having access to the 
internet at work (Siegfried et al., 2003). In addition to advocating for employers to 
provide convenient internet access, training programmes must include information 
about, and practical use of, internet resources. This will also reduce the barrier 
created by lack of access to academic libraries. With the increasing availability of 
open access information, this will be an important focus of training in SA.  
 
Respondents reported currently using pre-appraised sources, such as EBOT 
guidelines/protocols and evidence-based summaries, rather than searching for and 
appraising primary literature themselves. It was encouraging that most seemed to be 
attempting to base their practice on some form of evidence. Conversely, the high 
percentage of missing data for items about systematic reviews, RCTs and non-
randomised experimental studies could indicate a lack of knowledge about this 
terminology. This is concerning as it may be preventing therapists from using high 
quality evidence about interventions in their practice. Training must therefore 
include information on these types of research. 
 
The finding that less than two years’ experience was associated with reliance on 
undergraduate education to make treatment decisions confers with the findings of a 
previous Australian study (Bennett et al., 2003b). Greater reliance on undergraduate 
training than research findings is concerning considering that, with the increasing 
amount of research being published, knowledge learned in undergraduate education 
may quickly become obsolete. This affirms the importance of including EBP in 
undergraduate educational curricula. Unlike Bennett et al’s (2003b) findings, there 
was no association between EBP training and reliance on different sources for 















use other sources of evidence, particularly research, in their decision-making. This 
may have been due to the medical focus of training which may have made its 
application to occupational therapy challenging. The fact that respondents with 
more experience were more able to apply evidence in the SA context supports the 
role of clinical experience in EBP.  
 
4.8.6 Strengths of the study 
As it is mandatory for all occupational therapists practising in SA to be registered 
with the HPCSA, using the HPCSA address list as the sampling frame ensured that all 
occupational therapists had an equal chance of being included in the sample. In this 
way, non-coverage error was avoided (MacDonald et al., 2009). Several strategies 
that have been shown to increase response rates in postal surveys were used , 
namely a second mailing, a non-monetary incentive, inclusion of a stamped return 
envelope and using a university letterhead for the covering letter (Edwards et al., 
2003, MacDonald et al., 2009). Second mailings have been used successfully in 
several occupational therapy surveys (Bennett et al., 2003b, Dysart and Tomlin, 
2002, Philibert et al., 2003) and some have even sent a third reminder to non-
respondents (Curtin and Jaramazovic, 2001, Humphris et al., 2000). To minimise 
measurement error, the questionnaire was tested for face validity and utility 
(MacDonald et al., 2009) in two phases. In the first phase, two experts examined the 
questionnaire after which revisions were made based on their feedback. The revised 
questionnaire was then completed by four therapists and minor changes were made. 
A further strength was that data was entered by a research assistant and data 
accuracy was checked by the PI at two different time periods to reduce the 
possibility of inaccuracies in data entry and to minimise error (Chan and Altman, 
2005). 
 
4.8.7 Study limitations 
The study limitations must be considered when attempting to generalise the 















lower than required which decreased the statistical power of the study (Gore-Felton 
et al., 2002). Low response rates increase the standard error of measurement which 
affects the precision of the results and their generalisability to the population (Gore-
Felton et al., 2002, MacDonald et al., 2009). 
 
Secondly, the low response rate could have introduced bias as non-respondents may 
have differed systematically from those who chose to respond. Even when response 
rates are high response bias may occur; researchers have therefore been urged to 
examine the possible impact of non-response on the study results to judge their 
generalisability (McFarlane et al., 2007). As demonstrated in a previous study 
(Perneger et al., 2005) it is likely that those with positive perceptions and some 
knowledge of EBP were more likely to complete the survey. Consequently, it is 
possible that EBP knowledge, skills, perceptions and training levels may be even 
lower than reported here. As it was not possible to obtain characteristics of non-
respondents, or reasons for their non-response, it is impossible to predict how 
different they were from respondents.  
 
The response rate of 28% in the SA study was lower than the 78% achieved in a UK 
survey (Humphris et al., 2000) but higher than the 15% attained in a US survey (Salls 
et al., 2009). In their SA survey of psychiatrists and general practitioners, Siegfried et 
al (2003) obtained a 51% response rate. The low response rate in the current study 
was disappointing considering the implementation of several strategies with 
demonstrated effectiveness for increasing response rates. Two US surveys obtained 
response rates of 26% and 15% respectively without any follow-up mailings 
(Cameron et al., 2005, Salls et al., 2009). One survey included therapists registered 
with AOTA who may have been more amenable to completing the questionnaire 
(Cameron et al., 2005) and the other checked addresses with the National Change of 
Address database before mailing questionnaires (Salls et al., 2009). Although this 
latter strategy could have improved the response rate in the current study, no such 
database exists in SA. Participants in the current study may have changed their 















community service in December 2003 are likely to have moved to new jobs and may 
not have notified the HPCSA of their address change. As the address list was 
obtained in April 2004 and annual registration fees are due at the end of March, it is 
possible that address changes may not have been updated. Upton’s (1999) use of 
heads of department to distribute questionnaires to therapists probably contributed 
substantially to his high response rate, but this was not possible in the current study 
as it was a national survey and details on the places where occupational therapists 
were practising was not available.  
 
A further possibility for the low response rate could be that the language and 
terminology in the questionnaire was difficult to understand so some respondents 
did not complete it. The questionnaire was in English which may have discouraged 
completion by respondents whose home language was not English49. Lastly, 
respondents may have decided not to participate in the study and therefore did not 
return the questionnaire. 
 
Acquiescence bias may have over-inflated the results as the questionnaire measured 
perceptions about practice rather than actual practice. Despite piloting the 
questionnaire, a design problem with the positioning of item 10 led to unnecessary 
missing data. As a result respondents in management or other positions with no 
client contact did not complete items 11 to 16 which contained practice 
characteristics. Item 10 should be re-positioned after item 16 to prevent this from 
occurring in future studies.  
 
4.9 Conclusion 
Results revealed positive perceptions but poor confidence in EBP skills confirming 
Upton’s (1999) conclusion that the main barrier to implementing EBOT is lack of 
skills rather than poor attitude. Few respondents experienced success finding 
evidence and even fewer were able to apply it. This could be due to the limited 
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number who had received EBP training and highlights the importance of providing
further training opportunities in the future. Despite an unexpected majority having 
access to computers and the internet, few had used the internet to access research
information indicating either a lack of knowledge of what is available, or a lack of
convenient access. Additionally, relatively few could access journals or academic
libraries and respondents relied on their clinical experience rather than research. 
Although many were attempting to base their practice on evidence, new graduates 
reported significantly more success finding research evidence while those with more 
experience were more successful applying evidence. The results largely confirm
those of previous studies in Australia, Canada, the US and the UK, but as the first
study conducted in a resource-constrained country, it contributes valuable 
information to the global body of knowledge about EBOT. It would be interesting to
determine whether the trends found in this survey apply in other resource-
constrained countries.
4.10 Recommendations
The study findings indicate the need for further training to enable occupational 
therapists in SA to implement EBP. Training should be part of CPD and
undergraduate and postgraduate occupational therapy education programmes to
equip both qualified therapists and undergraduate students with the necessary EBP 
knowledge and skills. Training must include information about EBP, different forms 
of evidence and research designs, and use of evidence-based internet resources, 
emphasising the use of pre-appraised evidence rather than teaching appraisal skills. 
While preferred formats were workshops or short in-service training sessions, the 
most effective method for providing training required further investigation.
Therefore, the next chapter outlines the process of selecting, modifying and
determining the psychometric properties of instruments for evaluating EBP 















Chapter 5: Literature review - Instrument development 
 
5.1 About this chapter 
This chapter discusses how to select instruments to measure the outcomes of EBP 
educational intervention studies. A process for selecting, modifying and testing 
instruments is outlined, and a classification framework for determining the 
outcomes to be measured in evaluation studies of EBP educational interventions is 
presented. Recognising the crucial role of the psychometric properties of outcome 
instruments in the validity of study findings, different types of validity and reliability 
are examined and the methods used to establish and test these properties are 
outlined. As many of the instruments currently available for evaluating EBP 
educational interventions are self-report questionnaires, principles of questionnaire 
design are discussed. Lastly, a systematic review of existing instruments for 
evaluating learner outcomes for EBP educational interventions is presented. The 
chapter concludes by identifying the most robust instruments available.  
 
5.2 Selecting measurement instruments 
The variables to be measured in a study should determine which instruments are 
selected (Bowling, 2009). There are essentially three options available: using an 
existing instrument; modifying an existing instrument; or developing a new one. 
Several authors have cautioned against developing new instruments due to the 
expertise required, the costs and time involved and the difficulty of making 
comparisons across studies (Bowling, 2009, Boynton and Greenhalgh, 2004, DePoy 
and Gitlin, 2005, McDowell, 2006, Streiner and Norman, 2008). For these reasons, it 
is preferable to use existing instruments and to modify items where necessary if 
permitted by the instrument developer (Bowling, 2009).  
 
Ideally, a previously-validated instrument should be used in its original form but this 















from that in which the study is to be conducted (Boynton and Greenhalgh, 2004). 
Modifications to language and wording may be required to ensure that the 
instrument is valid and reliable in the new context. If instruments are changed in any 
way, further testing of validity and reliability is required (Corr and Siddons, 2005). 
Even when validated and reliable instruments are used without changes, their 
psychometric properties must be re-established as they may not be valid in a 
different context or with a different group (Boynton and Greenhalgh, 2004, Streiner 
and Norman, 2008). If additional items are needed, they should be added to the 
broader questionnaire rather than inserting them into the existing instrument 
(Bowling, 2009, Corr and Siddons, 2005). In cases where appropriate instruments are 
not available, new ones will have to be developed and validated (Boynton and 
Greenhalgh, 2004), but this is not recommended (McDowell, 2006). 
 
Criteria for selecting and developing instruments for research purposes were 
extracted and synthesised by the PI from the work of Bowling (2009) and Streiner 
and Norman (2008). These are presented in Table 29. Each step of the outlined 
process is discussed in subsequent sections. 
 
Table 29: A process for selecting and developing measurement instruments for research 
1. List all variables/attributes to be measured based on study aims 
2. Identify existing instruments that may be suitable 
3. Apply criteria to judge the usefulness of existing instruments and critically review the evidence available on their 
properties 
4. Collate appropriate, tested questions and scales to develop the first draft of the instrument 
5. List additional items and response formats to be developed 
6. Relate questions back to study aims 
7. Follow an iterative process of piloting and revising the instrument to achieve satisfactory face validity and utility 
8. Test relevant aspects of validity and reliability 
 
Once instruments have been identified they need to be appraised to determine their 
acceptability (Bowling, 2009, McDowell, 2006, Streiner and Norman, 2008). Few 
instruments will meet all the required criteria for a study, but the researcher needs 
to ensure that they measure the appropriate constructs, are acceptable to the study 
population, are not too onerous to administer and score, and demonstrate 
responsiveness to change and adequate reliability and validity (Bowling, 2009, 















concepts and domains they intend to assess described. In the case of existing 
instruments, published articles should be accessed and their psychometric 
properties reported (Bowling, 2009). 
 
5.3 Determining the outcomes for evaluating the effectiveness of EBP educational 
interventions 
Best evidence should be used to determine which outcomes will be measured. The 
best evidence available at the time of planning this research took the form of two 
documents developed by international working groups in response to issues arising 
at an international conference for Evidence-based Health Care Teachers and 
Developers in Sicily in 2003. The first was a consensus statement developed in 
consultation with conference delegates that defined EBP, described the skills 
required to practise it and outlined a curriculum for training health professionals 
(Dawes et al., 2005). The document recommended that effective methods be used 
to evaluate EBP courses and that all five steps of the EBP process be covered (Dawes 
et al., 2005).  
 
The second document presented a framework for conducting comprehensive 
evaluations of EBHC training (Nabulsi et al., 2007). This evaluation framework 
provides a comprehensi e guide for selecting relevant outcomes to be measured in 
EBP educational intervention studies. The authors stipulate that as learning involves 
knowledge (cognitive domain), skills (behavioural domain) and attitudes (affective 
domain), effective evaluation should incorporate at least one outcome measure for 
each domain. Although outcomes may pertain to learners, patients or systems 
(Nabulsi et al., 2007), as the focus of the planned study was on occupational 
therapists, the outcome of interest was the learner. Table 30 shows a classification 
of learner outcomes developed by Nabulsi et al (2007) outlining the three domains 

















Table 30: Classification of learner outcomes (Nabulsi et al., 2007) 
Domain Outcome 
Affective Satisfaction with training 
Attitudes to EBP 
Intentions to use EBP 
Cognitive Knowledge 
Skills 
Behavioural Application of evidence to practice 
 
Once the outcomes to be measured have been determined, the attributes of the 
instruments must be established to ensure they meet the required standards. An 
evidence-based approach involves evaluating and interpreting the instrument’s 
validity and reliability to determine its appropriateness for the context under study 
(Jerosch-Herold, 2005).  
 
5.4 Psychometric properties of outcome measures 
Measurement instruments may be classified as discriminative, evaluative or 
predictive based on their purpose (Kirshner and Guyatt, 1985). Discriminative 
instruments are able to distinguish between individuals or groups on a specific 
variable in the absence of a ‘gold standard’ while predictive instruments are used to 
identify which individuals or groups are more likely to require a specific intervention 
or develop a specific outcome (Kirshner and Guyatt, 1985). Evaluative instruments 
can measure change in an underlying variable and are therefore used to measure the 
outcome of an intervention (Kirshner and Guyatt, 1985, McDowell, 2006). Evaluative 
instruments need to be valid, reliable and responsive to detecting clinically 
important changes (Corr and Siddons, 2005, Horner and Larmer, 2006, Jerosch-
Herold, 2005, Kirshner and Guyatt, 1985, Law, 1987, McDowell, 2006). In addition, 
the practicalities, or clinical utility, of using an instrument, such as cost, ease of use 
and acceptability, must be taken into consideration (Corr and Siddons, 2005, 
Jerosch-Herold, 2005, Law, 1987, Law, 2004). 
 
5.4.1 Measurement error 
Measurement instruments must be sufficiently accurate to assure researchers that 















2006). Measurement error results in a lack of precision (Streiner and Norman, 2008) 
and may occur in the instrument, the rater, the person being measured and the 
environment (Katzenellenbogen et al., 1999). Measurement errors may be random 
or systematic (Streiner and Norman, 2008).  
 
5.4.1.1 Random measurement error 
Random error arises when different results are obtained when measures are 
completed on different occasions, with different participants or by different raters 
(Streiner and Norman, 2008). The amount of random error that occurs is known as 
reliability (DePoy and Gitlin, 2005, Horner and Larmer, 2006, Streiner and Norman, 
2008). As measurement consistency increases, the extent of random error decreases 
and reliability increases (Horner and Larmer, 2006). A reliable instrument therefore 
provides confidence that observed changes in the variables being studied are due to 
actual changes in the underlying construct being measured rather than errors in the 
way items are understood or measured (Boynton and Greenhalgh, 2004, McDowell, 
2006). 
 
5.4.1.2 Systematic measurement error 
Validity refers to the extent to which non-random (systematic) error may occur 
when using a measurement instrument (DePoy and Gitlin, 2005, Horner and Larmer, 
2006). The smaller the systematic error, the greater the instrument’s validity (DePoy 
and Gitlin, 2005, Horner and Larmer, 2006). Random error affects both reliability and 
validity whereas systematic error only affects the instrument’s validity (Streiner and 
Norman, 2008).  
 
5.4.1.3 Reducing measurement error 
Validity and reliability are interconnected; an unreliable instrument cannot be valid, 
and a reliable instrument is not necessarily valid because, although it may produce 














Consequently, an instrument needs to be reliable and valid to generate accurate 
results (Boynton and Greenhalgh, 2004, Katzenellenbogen et al., 1999, Kielhofner, 
2006). All potential sources of error must be addressed to reduce measurement 
error. Strategies to reduce measurement error include standardising instruments, 
careful selection and training of raters and conducting regular checks to ensure data 
quality (Katzenellenbogen et al., 1999). As the properties of an instrument are 
contextually dependent, validity and reliability need to be tested in the setting in 
which the study will be conducted (Jerosch-Herold, 2005).  
5.4.2 Reliability
Reliability refers to the relative absence of random error in measurement
(McDowell, 2006, Streiner and Norman, 2008), or the stability f an instrument over 
time and across participants or raters (Jerosch-Herold, 2005, McDowell, 2006, 
Streiner and Norman, 2008). If an instrument is reliable, differences in results are
due to true differences in responses rather than inconsistencies in how items are
understood or interpreted by different observers (Boynton and Greenhalgh, 2004,
Jerosch-Herold, 2005). Reliability is therefore an important attribute of an evaluative
instrument (Kirshner and Guyatt, 1985). Statistical tests for reliability focus on the
stability, internal consistency and equivalence of the instrument (DePoy and Gitlin,
2005).
5.4.2.1 Test-retest reliability (intra-rater reliability) 
Test-retest reliability measures the stability of an instrument over a period of time 
during which the attribute being measured is not expected to change (Bowling, 
2009, DePoy and Gitlin, 2005, Jerosch-Herold, 2005, McDowell, 2006). It is 
determined by one researcher administering the instrument on more than one 
occasion to the same person (Bowling, 2009, Jerosch-Herold, 2005, Streiner and 
Norman, 2008). Repeat measurements are done far enough apart for previous 
responses to have been forgotten but not so far that changes may have occurred in 















2006). The usual retest period is two to 14 days (Streiner and Norman, 2008) 
depending on the anticipated stability of the underlying construct. If an instrument 
has good test-retest reliability, it is assumed that there is little random error 
affecting the differences between the first and the second administration (DePoy 
and Gitlin, 2005).  
 
5.4.2.2 Inter-rater reliability 
Inter-rater reliability (IRR) is a measure of the level of agreement between two or 
more raters measuring a person at the same point in time (McDowell, 2006, Streiner 
and Norman, 2008) and is thus a measure of equivalence (DePoy and Gitlin, 2005). 
To test IRR a test is given to one person to complete and is scored independently by 
two or more raters (DePoy and Gitlin, 2005). Agreement between the raters is then 
determined (DePoy and Gitlin, 2005). 
 
5.4.2.3 Assessing test-retest and inter-rater reliability 
Reliability is stated as a correlation co-efficient ranging from 0 to 1.0 where 1.0 
indicates no error in the instrument. The closer the score is to 1.0, the greater the 
confidence that the observed score corresponds to the true score (DePoy and Gitlin, 
2005, Jerosch-Herold, 2005). Although correlation coefficients are commonly used to 
report reliability, they do not distinguish between variance due to error and variance 
due to true differences in score (Jerosch-Herold, 2005). Therefore, intra-class 
correlation coefficients (ICCs) are more appropriate for continuous data (Streiner 
and Norman, 2008) as they ‘express reliability as the ratio of variance between 
subjects to total variance in scores’ (McDowell, 2006, p 41).  
 
A number of ICCs have been described (McGraw and Wong, 1996). To ensure that 
the correct analysis is performed, the appropriate model must be selected for the 
data (McGraw and Wong, 1996). This choice is based on the source/s of variance; a 
one-way model is selected where there is one source of systematic variance, while a 















1996). One-way models have only one ICC for each type of data whereas two-way 
models have two types for each (McGraw and Wong, 1996). The type of ICC is 
determined by the use of single or average measurements, consistent or absolute 
agreement between raters and random or fixed effects in the column variable 
(McGraw and Wong, 1996). Cicchetti and Sparrow (1981) recommended that an ICC 
of less than 0.40 should be considered poor, 0.41-0.59 fair to moderate, 0.60-0.74 as 
good and above 0.75 as excellent.  
 
There are differing opinions about analysing categorical scales. For example, Bowling 
(2009) recommended Cohen’s kappa for nominal data and weighted kappa for 
ordinal data whereas Streiner and Norman (2008) advocated using ICCs for all except 
basic two-by-two tables where kappa or weighted kappa are more suitable. Although 
percent agreement is sometimes used, kappa is a more accurate statistic as it 
corrects for chance agreement (Kielhofner, 2006). According to Landis and Koch 
(1977), a kappa statistic of >0.81 is almost perfect while 0.61-0.80 is considered 
substantial, 0.41-0.60 moderate, and 0.21-0.40 fair. 
 
5.4.2.4 Internal consistency  
Internal consistency measures the extent to which the items in the instrument are 
related to one another (Bowling, 2009, Streiner and Norman, 2008). To determine 
internal consistency, the instrument is administered on one occasion and scores for 
each item are correlated to scores of all other items. Different methods, for example 
Cronbach’s coefficient alpha (α), the Kuder-Richardson-20 formula or split halves, 
are used to calculate internal consistency (DePoy and Gitlin, 2005, McDowell, 2006, 
Streiner and Norman, 2008). Although the Kuder-Richardson formula is often used 
for dichotomous items and Cronbach’s alpha for items with two or more response 
options, these methods provide similar results (Streiner and Norman, 2008). Alpha 
ranges from 0.0 to 1.0 as for other correlations (Kielhofner, 2006). Instruments 
should have an internal consistency of above 0.80 where items are expected to be 
related (Streiner and Norman, 2008). Factor analysis can be used to determine 















considered to be multi-dimensional (Clark and Watson, 1995). Where factor analysis 
shows that specific items in an instrument measure the same construct, the scores 




Validating an instrument is particularly important when the construct being 
measured is not directly observable, for example quality of life (Streiner and 
Norman, 2008). The traditional idea of a valid instrument is one that measures what 
it claims to measure (DePoy and Gitlin, 2005, McDowell, 2006). However, McDowell 
(2006, p 30) pointed out the limitations in this notion advocating ‘that validity is no 
longer simply a property of the measurement , but rather of the interpretation 
placed on the results’. Streiner and Norman (2008, p 252) concurred with this 
understanding stating that ‘validation is a process of hypothesis testing’. From this 
perspective, instrument developers test different hypotheses to determine whether 
these fit with the construct being measured and whether the study results ‘allow us 
to draw the inferences about the people that we wish to make’ (Streiner and 
Norman, 2008, p 252). Based on this understanding, validity is seen as a single 
construct with different ways of testing it. Therefore, face, content, construct and 
criterion validation are diff rent types of validity testing (Streiner and Norman, 
2008). 
 
5.4.3.1 Face validity  
Face validity ‘indicates whether, on the face of it, the instrument appears to be 
assessing the desired qualities’ (Streiner and Norman, 2008, p 6). It can only be 
evaluated subjectively (Bowling, 2009). One method used is cognitive interviews 
where respondents discuss their interpretations of each question to provide 
information on how questions are perceived (McDowell, 2006). As face validity is 
concerned with how the users of the instrument perceive it, it should be evaluated 
















5.4.3.2 Content validity 
Content validity is traditionally understood as a measure of the extent to which the 
instrument covers all relevant aspects of the phenomenon being measured 
(McDowell, 2006, Streiner and Norman, 2008). It is usually established by conducting 
a thorough literature search to ensure all domains of the construct are adequately 
represented and verifying it using the judgement of an expert panel (DePoy and 
Gitlin, 2005, McDowell, 2006, Streiner and Norman, 2008). Difficulties in establishing 
content validity include the lack of consensus by experts on the full range of domains 
for a concept, and the lack of an agreed and accepted method for doing so (DePoy 
and Gitlin, 2005). Some state that there is no statistical measure of content validity 
(DePoy and Gitlin, 2005, Horner and Larmer, 2006), while others advocate factor 
analysis to statistically demonstrate content validity (Law, 2004). However, the 
accuracy of the inferences that can be made rely on the extent to which the relevant 
aspects of the phenomenon being measured have been included in the instrument 
(Streiner and Norman, 2008). An instrument with higher content validity enables 
researchers to make more accurate inferences (Streiner and Norman, 2008). 
 
5.4.3.3 Construct validity 
Construct validity assesses the extent to which the instrument measures the 
underlying construct it claims to measure (Bowling, 2009, Streiner and Norman, 
2008). According to McDowell (2006, p 38), construct validity ‘is a continuing process 
in which testing often contributes to our understanding of the construct, after which 
new predictions are made and tested’. Correlational evidence and proof of an 
instrument’s ability to discriminate between different groups are the main ways in 
which construct validity can be demonstrated (McDowell, 2006). Studies confirming 
construct validity entail testing hypotheses based on theories underlying the 
construct and their relationship to other variables (Kielhofner, 2006). Methods used 
to test construct validity include the convergent and divergent method and factor 















two instruments designed to measure the same aspect are correlated, while 
divergent validity tests for a lack of correlation between instruments measuring 
different concepts (Kielhofner, 2006, McDowell, 2006, Streiner and Norman, 2008). 
Factor analysis identifies whether there are different clusters of items measuring 
different aspects of the construct (Kielhofner, 2006). 
 
5.4.3.4 Criterion validity  
The extent to which an instrument correlates with another measure that is 
considered to be the gold standard is known as criterion validity (Bowling, 2009, 
McDowell, 2006, Streiner and Norman, 2008). This type of validity cannot be 
established in the absence of a gold standard (Bowling, 2009). Where there is no 
gold standard, validation entails a number of steps whereby ways in which the 
instrument relates to other constructs is established (Kielhofner, 2006, McDowell, 
2006). Criterion validity may be concurrent or predictive (Horner and Larmer, 2006, 
Kielhofner, 2006). Concurrent validity refers to the ability of the instrument to 
concur with the findings of another instrument while predictive validity entails 
determining the extent to which an instrument is able to predict a future criterion 
(Kielhofner, 2006). Correlation statistics such as the Pearson product-moment or 
Spearman’s rank coefficient are used to calculate criterion validity (Horner and 
Larmer, 2006). 
 
5.4.4 Responsiveness  
Responsiveness is a critical property of an outcome measure and determines 
whether any changes in a specific attribute have occurred over a period of time 
(Bowling, 2009, Kirshner and Guyatt, 1985). Responsiveness is often reported as a 
separate property of an instrument, but several authors have stated it to be an 
aspect of validity rather than a separate entity (Law, 1987, Streiner and Norman, 
2008, Terwee et al., 2003). The ability of an instrument to measure change is related 
to its reliability (accuracy in detecting change) as well as its validity (its ability to 














Various opinions have been discussed as to how responsiveness should be defined
and measured (Husted et al., 2000, Liang, 2000, Terwee et al., 2003). 
‘Responsiveness’ and ‘sensitivity’ are used interchangeably in the literature but there
is a difference between these terms (Streiner and Norman, 2008). Liang (2000)
differentiated between ‘responsiveness’ and ‘sensitivity’ in stating that ‘sensitivity to
change’ is any change occurring in the attribute being measured whereas 
‘responsiveness’ measures change that is clinically important. The use of ‘sensitivity’
and specificity in the context of diagnostic tests in the field of epidemiology adds 
further confusion to this debate (Liang, 2000). In that context, responsiveness has 
been defined as the ability of an instrument to differentiate between clinically 
important and non-clinically important changes (Beurskens et al., 1996). Husted et al
(2000) identified two aspects of responsiveness namely ’internal’ and ‘external’ 
responsiveness. Internal responsiveness was defined as ‘the ability of a measure to
change over a pre-specified time frame’, while external responsiveness was ‘the 
extent to which changes in a measure over a specified time frame relate to
corresponding changes in a reference measure …’ (Husted et al., 2000, p 459). For 
the purposes of this thesis, Liang’s definition of responsiveness as clinically 
important change is used. 
Several methods for calculating responsiveness have been described in the literature 
(Beurskens et al., 1996, Husted et al., 2000, Kazis et al., 1989, Kirshner and Guyatt, 
1985, McDowell, 2006, Terwee et al., 2003). Terwee et al (2003) identified three 
different groups and 31 measures of responsiveness including paired t-tests, 
standard error of measurement (SEM), effect sizes and standardised response 
means, and responsiveness indices . Commonly used measures of internal
responsiveness include the paired t-test and different types of effect size statistics 
while receiver operating characteristic (ROC) curves, correlations and regression
















One method of assessing responsiveness is to use the instrument in a clinical trial 
and study the change scores in participants who improved or deteriorated (Kirshner 
and Guyatt, 1985). Effect sizes are then calculated to indicate the ability of 
instruments to detect change (McDowell, 2006). An effect size is ‘a standardized 
indicator of the ability of scores on a measure to distinguish between two groups’ 
(McDowell, 2006, p 712). Effect sizes have been widely recommended because they 
‘provide direct information on the magnitude of change in the measure, expressed in 
terms of some measure of variation’ (Husted et al., 2000, p 461). The measure of 
variation most commonly used to calculate some effect sizes is the standard 
deviation (Husted et al., 2000) but there has been some debate about which 
standard deviation should be used (Beurskens et al., 1996, McDowell, 2006, Streiner 
and Norman, 2008). The standardised effect size (SES), or Cohen’s effect size, uses 
the standard deviation of baseline scores, while the standardised response mean 
(SRM) is calculated using the standard deviation for change scores (Husted et al., 
2000, Kazis et al., 1989). An effect size of greater than 0.80 is considered large, 0.50 
to 0.80 as moderate and less than 0.50 as small (Cohen, 1992). 
 
Outcome instruments may need to accommodate a wide range of change at the top 
and bottom ends of a scale, i.e. both improvements and deteriorations in scores 
(Jerosch-Herold, 2005). A test that is too difficult for the population will yield scores 
at the lowest value of the scale and is said to show ‘floor effects’, while one that 
allows maximum scores so that further improvements cannot be measured, 
demonstrates ‘ceiling effects’ (Jerosch-Herold, 2005). For this reason, items with 
five-, seven- or nine-point scales or visual analogue scales are more responsive than 
dichotomous scales in indicating change in individual scores over time (Kirshner and 
Guyatt, 1985). 
 
5.4.5 Clinical utility 
Clinical utility considers aspects such as the clarity of instructions, format, cost, time 
taken to complete and score, training requirements, and applicability to the group 















the psychometric properties of an instrument have been established, it should be 
used and scored as described by the developers (Corr and Siddons, 2005). 
 
5.5 Questionnaire design 
The way in which a questionnaire is designed influences the quality of the data 
obtained (Boynton and Greenhalgh, 2004). A well designed, clearly presented 
questionnaire is more likely to produce information that is accurate and complete 
(Boynton and Greenhalgh, 2004). As respondents may be influenced by the wording, 
format and order of items, instruments should be designed to minimise these effects 
(Bowling, 2009). To increase the likelihood of respondents completing the 
questionnaire, it should start with questions that are general and non-threatening 
and move towards being more specific, and from easy to more difficult (Bowling, 
2009). Questions should be short, to the point (Boynton and Greenhalgh, 2004) and 
easily understood (Bowling, 2009). To ensure consistent interpretation of items 
across participants, the choice of wording should be carefully considered (Boynton 
and Greenhalgh, 2004). 
 
Structured questionnaires are suitable where there is sufficient knowledge about the 
topic to develop appropriate pre-coded items (Bowling, 2009). Structured 
questionnaires usually consist of closed questions in the form of fixed items, 
batteries of questions and/or scales that are presented in the same way to all 
participants, but open-ended questions may also be included (Bowling, 2009, 
Boynton and Greenhalgh, 2004). Closed-ended items provide pre-determined 
responses and may be frustrating if all possible response options have not been 
considered (Boynton and Greenhalgh, 2004). If there is a possibility of an unknown 
response, an ‘other’ category should be added (Bowling, 2009). Open-ended 
questions use free-text boxes to enable participants to include their comments 
which add important information to the other data (Boynton and Greenhalgh, 2004). 
These items are analysed qualitatively using thematic content analysis (Boynton, 
2004) in which units of meaning are grouped together into categories and themes 
















Items may be presented in a variety of formats such as statements with tick boxes, 
rating scales, visual analogue scales and symbols (Boynton and Greenhalgh, 2004). 
Each format has particular uses and advantages, for example statements with tick-
boxes are easy to understand and quick to complete while rating scales allow 
information to be quantified on a five- or seven-point scale50 (Boynton and 
Greenhalgh, 2004). To reduce the likelihood of respondents answering questions in a 
specific direction and to maintain their interest, questions with different response 
formats should be included (Bowling, 2009). Self-report questionnaires require 
caution to be exercised as respondents may try to portray themselves in a positive 
light and provide overly positive response to questions (McDowell, 2006). The way in 
which respondents interpret rating scales may also introduce bias, for example, they 
may prefer to select answers on the end-points of the scale rather than those in the 
middle (McDowell, 2006). 
 
5.6 Testing a questionnaire 
Three phases of testing a questionnaire have been described (Burns et al., 2008) Pre-
testing is the first stage and involves checking the clarity (Bowling, 2009, Burns et al., 
2008) and coverage of the questions (Bowling, 2009). The latter is usually done by 
asking experts in the field to examine and comment on the content of the 
questionnaire (Bowling, 2009). Pilot testing is the second stage and involves a 
process of testing a questionnaire with a representative sample from the population 
to determine their response and evaluate whether items are understood in the way 
they were intended (Bowling, 2009, Boynton, 2004, Burns et al., 2008). In this phase, 
the layout, order of presentation and wording of the items is examined (Boynton, 
2004, Burns et al., 2008). This can be done though group or individual interviews 
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 A study investigating the optimal number of response options showed that two-, three- and four-
point scales performed poorly with regard to validity, reliability and discriminative ability. Scales with 
more than 10 response options had lower test-retest reliability. Respondents preferred 10-point 















with members of the target group (Bowling, 2009, Burns et al., 2008). The time taken 
for participants to complete the questionnaire should be noted as this informs the 
feasibility of using the instrument (Boynton, 2004, Burns et al., 2008). Burns et al 
(2008, p 249) named the third stage of testing ‘clinical sensibility testing’ and 
described it as focussing on evaluating ‘the comprehensiveness, clarity and face 
validity of the questionnaire’. Once all revisions have been made to a questionnaire, 
validity and reliability need to be tested (Burns et al., 2008). Instruments that have 
been developed or modified (Boynton and Greenhalgh, 2004, Corr and Siddons, 
2005), or those that will be used in a different context, or with a different 
population, must undergo testing of their validity and reliability (Boynton and 
Greenhalgh, 2004, Streiner and Norman, 2008). 
 
5.7 A systematic review of instruments measuring EBP learner outcomes 
A systematic review was conducted to identify the most appropriate and robust 
instruments for evaluating EBP educational outcomes. 
 
5.7.1 Objectives 
The objectives of the review were to:  
1. identify instruments currently available to evaluate EBP knowledge, attitudes 
and behaviour of occupational therapists. 
2. provide a summary of the psychometric properties of the identified instruments 
to enable those with the most robust psychometric properties to be identified. 
 
5.7.2 Methods 
5.7.2.1 Criteria for considering studies for this review 
a. Types of studies 
Systematic reviews, randomised controlled trials and non-experimental studies, such 
as surveys, were included provided they used instruments that measured EBP 
















b. Types of participants 
Studies had to include qualified occupational therapists as participants. Studies of 
rehabilitation professionals were included if occupational therapists were part of the 
sample. 
 
c. Types of outcomes 
Outcomes related to EBP knowledge, attitudes and behaviour were included. Studies 
related to using specific interventions in an identified area of practice, such as 
stroke, were excluded because the planned study aimed to focus on EBP in general 
rather than EBP for a specific condition.  
 
5.7.2.2 Search methods for identification of studies 
Several methods were used for locating suitable instruments. The first step involved 
examining a systematic review of studies evaluating the effectiveness of educational 
interventions in EBHC (Nabulsi et al., 2007). Secondly, a search was conducted of 
eight electronic databases. Africa-wide: NiPAD, CINAHL, ERIC, Health Source: 
Nursing/academic edition, MEDLINE, PsycARTICLES and PsycINFO were searched 
simultaneously with EBSCOHost from their inception to December 2007. Pubmed 
was searched for this same period. Search terms are detailed in Appendix I. To 
ensure that no instruments had been missed, two occupational therapy researchers 
who were actively publishing in the field were emailed to identify instruments they 
knew of, or were using, that may have been suitable for the planned study (A. 
McCluskey, PhD, email communication, 28 June 2006; M. Law, PhD, email 
communication, 31 July 2007). 
 
5.7.2.3 Data collection and analysis 
Citations for identified articles were imported into Endnote and duplicates removed. 














obviously not relevant were removed. The full text of the remaining studies was 
retrieved and the inclusion criteria applied to identify relevant articles. The full text 
for one article was not available in SA and was excluded from the review. Data was 
extracted from each article using a summary table. 
5.7.3 Results
The systematic review (Nabulsi et al., 2007) included 15 studies five of which had
used validated outcome instruments. One of the five studies was conducted with
occupational therapists and used the Adapted Fresno Test of Competence in EBP 
(AFT) to measure the outcomes of the intervention (McCluskey and Lovarini, 2005). 
Two instruments, the Fresno Test of Competence in Evidence-based Medicine 
(Ramos et al., 2003) and the Berlin questionnaire (Fritsche et al., 2002), were used in
the remaining four studies. As these were developed for medical students and
doctors they were excluded. The AFT was thus the only instrument identified from
this systematic review. It was also located in the database searches.
A total of 159 citations were identified through database searches. After removing
duplicates, 126 articles remained. These were screened for eligibility and 12 fulfilled 

































Figure 7: Flow diagram of articles selected from database searches 
 
Checking reference lists of the selected articles revealed a further three articles 
bringing the total to 15. As some articles had used more than one instrument, and 
the same instrument may have been used in more than one study, 14 instruments 
were identified in these 15 articles. Contacting the EBP experts produced another 
four instruments, one of which had originally been developed for a study of medical 
students (Johnston et al., 2003) but had been adapted for rehabilitation 
professionals (MacDermid et al., 2006). This brought the total number of 
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5.7.3.1 Description of instruments 
Fourteen of the 18 identified instruments were purely self-reports while two, the 
Knowledge, Attitude, Behaviour Questionnaire (KABQ) (Johnston et al., 2003) and its 
modification (MacDermid et al., 2006) and the questionnaire by McCluskey and 
Lovarini (2005), had a mix of objective and self-report items. Two instruments were 
objective measures: the Adapted Fresno Test of Competence in EBP (AFT) 
(McCluskey and Lovarini, 2005) measured objective knowledge while chart audit 
measured the use of outcome measures51 (MacDermid et al., 2006). Information 
pertaining to the validity, reliability and clinical utility of the instruments was 
extracted from each article. Characteristics of included instruments are summarised 
in Table 31. Studies are reported in chronological order of publication year. Only the 
outcomes of relevance to this review are included. 
 
5.7.3.2 Location of studies 
The highest number of instruments were from Canada (8/18) followed by the UK 
6/18), Australia (3/18) and the US (2/18). Three instruments developed in the UK 
(Humphris et al., 2000, McColl et al., 1998, Upton and Lewis, 1998) were later used 
in Australia (Bennett et al., 2003b, McCluskey, 2003b) and the US (Cameron et al., 
2005). No articles reported using instruments measuring EBP knowledge, attitudes 
or behaviour with occupational therapists in resource-constrained countries.  
 
5.7.3.3 Types of study design 
Most instruments were used in cross-sectional studies as postal surveys (N=15). One 
cross-sectional study had participants complete the questionnaire before an EBP 
workshop (McCluskey, 2003b), one was a before-after study (McCluskey and 
Lovarini, 2005) and one used a mixed methods design constituting a RCT and a 
qualitative study (MacDermid et al., 2006). 
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which it was 
used & study 
design 
Place & type 
of study 
Aspects measured Instrument construction Validity Reliability Utility 
Kirk et al (1976) 
and McKee et al 
(1987) 
Philibert et al 
(2003)  
Cross-sectional 
US – AOTA 
members in 5 
States 
 Reading patterns for 
occupational therapy 
journals 
 Sources of knowledge 
guiding practice 
 Attitudes towards and use 
of research in practice 
Self-report questionnaire 
containing 4 sections. 
Questions used Likert-type 
scales with varying 
response options and 2 
open-ended questions 
 Item-total correlations for 
attitude items showed all 
were significantly related 
to the total score (r>0.56, 
p<0.001) (Kirk et al., 1976) 
 Modified based on 
feedback on content and 
clarity of questions in a 
pilot study (Philibert et al., 
2003) 
Internal consistency for 
attitudes towards and use 
of research were 0.89 and 
for 0.78 respectively 
(Philibert et al., 2003) 




et al., 2003) 





Pain et al 
(2004) 
Cross-sectional 
Canada – 2 
large urban 
and 2 rural/ 
small urban 
areas in one 
province 
Use of research 10 self-report items rated 
on a 4-point scale  
Established content validity 
with peer review (Varcoe and 
Hilton, 1995) 
Internal consistency: 0.87 






(Pain et al., 
1996) 
Pain et al 
(2004) 
Cross-sectional 
As above  Self-rated knowledge of 
research concepts 
 Participation in research-
related activities 
Self-report consisting of 38 
items rated using a 5-point 
Likert scale (Pain et al., 
1996) 
 Evidence of construct 
validity (Pain et al., 1996) 
 Scores correlated with 
research involvement and 
training levels (Pain et al., 
1996) 
 Principal component 
analysis identified 4 sub-
scales: valuing research, 
research involvement, 
being at the leading edge 
and EBP (Pain et al., 1996) 
Internal consistency=0.93 
(Pain et al., 1996) 
Not stated 
McColl et al 
(1998) 
Adapted by 









 Attitudes to, and use of 
EBP 
 Confidence in EBP skills 
and barriers to its use 
 EBP training needs 
Self-report including 4 
sections with mostly 5-
point Likert scales but also 
some fixed response 
categories and an open-
ended question 
Content and face validity tested 
(Bennett et al., 2003b) 
Not stated Feedback on 
acceptability of 
questionnaire was 
obtained in a pilot study 




















which it was 
used & study 
design 
Place Aspects measured Instrument construction Validity Reliability Utility 






 EBP knowledge and 
attitudes  
 Perceived EBP skills 
Self-report with 5 sections 
using varying question 
formats (visual analogue 
scales, semantic 
differentials, Likert-type 
scales and space for 
comments) 
High face validity and good 
content validity (Upton and 
Lewis, 1998) 
Established by Upton & 
Lewis (1998):  
 Test-retest reliability: 
0.80 to 0.92  
 Internal consistency: 
0.74 to 0.88 
 Feedback received 
to make it more 
user-friendly 
(Upton and Lewis, 
1998) 
 Too long (Upton 
and Lewis, 1998) 
Upton (1999c) 
As above 







OTs at an EBP 
workshop 
 
As above Self-report with response 
options using tick boxes, 3-
point scales and open-
ended questions 
Feedback on wording of 
questions, layout and response 
options in pilot study 
(McCluskey, 2003b) 
Not stated Feedback in pilot study 
on layout and response 
options; took 10 minutes 
to complete (McCluskey, 
2003b) 
Upton & Upton 
(2006) 
Cross-sectional 
UK As above Self-report containing 
items rated with a visual 
analogue scale, 7-point 
scale or 5-point scale 
‘Adequate’ validity – no details 
given 
 Test-retest reliability 
for sub-scales from 
0.8 to 0.92 
 Internal consistency 
from 0.74 to o.88 
Not stated 
Humphris et al 
(2000) 
Humphris et al 
(2000) 
Cross-sectional 






 Participation in research 
 Use of research 
Self-report questionnaire 
with 4 sections. Items used 
yes/no responses and 
ranking scales. 
Content validity established 
through professional opinion 
(Cameron et al., 2005, 
Humphris et al., 2000) 
Not stated Not stated 
Adapted by 
Cameron et al 
(2005) 
Cross-sectional 
US & Puerto 




 Application of EBP to 
intervention 
 Attitudes towards EBP 
Self-report questionnaire 
consisting of 2 sections – 
demographic information 
and 9 questions consisting 
of 5-point scales (Cameron 
et al., 2005) 
Factor analysis reduced the 
questionnaire to 9 questions 
(Cameron et al., 2005) 
Not stated Not stated 
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which it was 
used & study 
design 
Place Aspects measured Instrument construction Validity Reliability Utility 
Barriers and 
Attitudes to 





et al., 2000) 
Adapted by 
Metcalfe et al 
(2001) 
Cross-sectional 
UK Attitudes and beliefs about 
research 
Self-report questionnaire 
containing 2 sections with 
7 and 22 questions 
respectively. Scores for 
each section ranged from -
7 to +7 and -22 to +22 
respectively. No further 
details given on rating 
scales used. 
Factor analysis revealed 2 
factors in the perceived 
importance of research sub-
scale and 6 factors in the 
perceived barriers sub-scale 
(Metcalfe et al., 2001) 
Good internal consistency 
for the perceived 
importance of research 
scale (α= 0.63) and high 
internal consistency for 
the perceived barriers 
scale (α=0.78) (Metcalfe 
et al., 2001) 
Not stated 
Curtin et al 
(2001) 
Curtin et al 
(2001) 
Cross-sectional 
UK - South 
West & South 
East , England 
& Channel 
Islands 
 Views and perceptions of 
EBP 
 Self-rated involvement in 
types of EBP activities 
Self-report containing a 
mixture of open, closed 
and Likert scale items 
 Cognitive interviews and a 
pilot study to check 
responses to items and 
questionnaire as a whole 
 Content validity assumed 
as based on focus group 
findings 
 No validity testing done 
No reliability testing done Cognitive interviews 
used to check thoughts 







UK – OTS 
registered 
with NANOT53 
 Factors influencing 
knowledge of stroke 
interventions 
 Frequency of using EBP 
 Factors influencing the 
use of EBP 
Self-report using closed 
questions with scaled 
responses and tick box 
formats 
Questionnaire based on 
information from literature and 
interviews with expert OTs. 
Questionnaire and covering 
letter piloted and minor 
modifications were made. 
Not stated Not stated 









 EBP knowledge and 
attitudes  
 Supports and barriers for 
EBP 
 Access to EBP resources 
and frequency of use 
 Frequency  implementing 
research in treatment 
plans 
Self-report with 3 sections 
containing dichotomous 
items, items with a 4-point 
scale and items with a 5-
point Likert scale 
Piloted with 6 OTs and revisions 
made (Dysart and Tomlin, 2002)  
Validity unknown (Dysart and 
Tomlin, 2002) 
Reliability unknown 
(Dysart and Tomlin, 2002) 
Not stated 
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which it was 
used & study 
design 
Place Aspects measured Instrument construction Validity Reliability Utility 
Knowledge 
Acquisition 
Survey (Pain et 
al., 2004) 
Pain et al 
(2004) 
Cross-sectional 
Canada – 2 
large urban 
areas and 2 
rural/small 
urban areas in 
one province 
Availability and use of 
information sources 
Self-report. No other 
details stated 
Not stated Not stated Not stated 
MacDermid et 





Canada As above Self-report with 3 
response options for 
indicating if sources 
available at work or home, 
and 5 response options for 











utilisation scores and 
number of BMJ alerts
received (r=0.59, p<0.01),
and management support




utilisation items was 
0.81 (M. Law, email, 




resources at work (p 
> 0.16) and 
resources available
at home/through 
other groups (p > 









Australia – OTs 
attending an 
EBP workshop 







consisting of 3 sections. 
Some knowledge
questions were objective
while others were self-
reports of knowledge, skill
and ability
Piloted with 8 OTs and minor 
changes made to content, 
format and layout of 
questionnaire. 
Not stated Takes approximately 20 
minutes to complete  
54
 Referred to as the ‘Knowledge Acquisition Questionnaire’ (KAQ) 
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which it was 
used & study 
design 













As above EBP knowledge and skills – 
developing a PICO question, 
searching for evidence and 
appraising evidence 
Objective assessment in 
which respondents choose 
one of two clinical 
scenarios relevant to 
occupational therapy and 
answer 7 questions. 
Scoring range: 0 to 156. 
 Expert opinion used to 
determine content validity 
(Ramos et al., 2003). 
 Construct validity 
demonstrated through 
significant difference 
between scores of novices 
and experts (Ramos et al., 
2003). 
 Internal consistency: 
0.72 to 0.84 




 IRR for individual 
items: 0.20 to 0.9656  
Took 20 minutes to 
complete and 20 















Canada Knowledge, attitudes , use and 
future use of EBP 
 
Self-report and objective 
items using various 
formats (mainly 5-point 
scales, dichotomous scales 
and numerical items) 
 Concurrent validity 
demonstrated (Johnston 
et al., 2003).  
 Factor analysis revealed 
four distinct areas of EBP - 
knowledge (9 items), 
attitudes (6 items), 
personal application and 
use (8 items), and future 
use (8 items) (Johnston et 
al., 2003).  
 Construct validity 
demonstrated 
(MacDermid et al., 2006). 
 Effect size of 0.33 
(p=0.001) for 
increase in EBP 
knowledge in 2nd 
year medical 
students at 8 
months (Johnston et 
al., 2003) 
 Internal consistency: 
from  0.75 to 0.88 
for each component) 
(Johnston et al., 
2003).  
 Test-retest reliability 
of 0.92 for sum of 
positive items:and 
0.53 for sum of 
negative items57 (M. 
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 Three questions for the pre-workshop test and two for the post-workshop test had ICCs below 0.80 indicating that the scoring system needed refining (McCluskey and 
Lovarini, 2005). 
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which it was 
used & study 
design 










Canada Readiness to use EBP Self-report consisting of 




significant correlations with 
















Canada  Perceptions of support 
received for accessing and 
using evidence based 
knowledge 
 Access and experience 
using computers and the 
internet 







management support for 
accessing and utilising EBP and 
KAQ resource utilisation scores 
(r=0.44; p<0.01) 







Canada – 3 
sites across 
the country 
Use of outcome measures Objective measure with 6 
items and a dichotomous 
scale  
Not stated Not stated Not stated 
Caldwell et al 
(2007) 








 Views on EBP  
 Experience of research 
changing practice  
 Access to and frequency 
of using databases 
 Training in EBP 
 Demands of EBP 
 Confidence in EBP 
Self-report using closed 
questions and 5-point 
Likert scales 
Literature used to develop 
questionnaire 
Not stated Not stated 
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Definitions for knowledge, skills, attitudes and behaviour in the glossary of terms were used 
to classify instruments based on the constructs measured. Table 32 shows each instrument 
with the attribute/s measured indicated in the appropriate column. 
 
Table 32: Identified instruments with specific outcomes for each learner construct 
Instrument (author, year) EBP knowledge &/or 
skills 
Attitudes towards EBP EBP behaviour 
General Use of Research (Varcoe and 
Hilton, 1995) 
  Use of research 
Edmonton Research Orientation Survey 
(EROS) (Pain et al., 1996) 
Self-rated knowledge of 
research concepts 
 Participation in research-
related activities 
Upton & Lewis (1998) – used by Upton 
(1999a), Upton (1999b), McCluskey 
(2003b) and Upton & Upton (2006) 
 EBP knowledge 
 Perceived EBP skills 
EBP attitudes EBP behaviour 
Barriers and Attitudes to Research in the 
Therapies (BART) (Closs and Lewin, 1998, 
Metcalfe et al., 2000, Metcalfe et al., 
2001) 
 Attitudes and beliefs about 
research 
 
Sweetland and Craik (2001) Factors influencing 
knowledge of stroke 
interventions 
  Frequency of using EBP  
 Factors influencing EBP 
use 
Humphris et al (2000) – used by Humphris 
et al (2000) and Cameron et al (2005) 
 Attitudes towards EBP  Participation in research  
 Use of research 
Curtin & Jaramazovic (2001)  Views and perceptions of 
EBP 
Involvement in EBP activities 
Dysart and Tomlin (2002)  EBP knowledge 
 
Attitudes to EBP  Frequency of using EBP 
resources 
 Frequency using research 
to develop or modify 
treatment plans 
Philibert, Snyder, Judd & Windsor (2003)  Attitudes towards and use 
of research in practice  
 Reading patterns for 
occupational therapy 
journals 
 Sources of knowledge 
used to guide practice 
Bennett, Tooth, McKenna, Rodger, Strong, 
Ziviani, Mickan & Gibson (2003) 
 Confidence in EBP 
skills  
 EBP training needs  
Attitudes to EBP Use of EBP 
Knowledge Acquisition Survey 
(MacDermid et al., 2006, Pain et al., 2004) 
  Availability and use of 
information sources 
McCluskey and Lovarini (2005) EBP knowledge and skill  EBP attitudes Frequency of relying on 
information sources in 
decision-making 
AFT (McCluskey and Lovarini, 2005) EBP knowledge and skills    
Modified KABQ (MacDermid et al., 2006) EBP knowledge Attitudes to EBP Use and future use of EBP 
RCCPS (MacDermid et al., 2006)  Readiness to use EBP  
FATQ (MacDermid et al., 2006)  Perceived support for 
accessing and using 
evidence based knowledge 
Access and experience using 
computers and the internet 
Chart audit (MacDermid et al., 2006)   Use of outcome measures 
Caldwell, Coleman, Copp, Bell & Ghazi 
(2006) 
  Views on EBP 
 Demands of EBP 
 Confidence in EBP 
Frequency of using databases 
Experience of research 
changing practice  
















Most instruments measured some aspect of EBP behaviour (15/18). Twelve measured 
attitudes and eight measured knowledge. Although most instruments were purely self-
reports, two (modified KABQ and the questionnaire by McCluskey and Lovarini) contained 
some items testing objective EBP knowledge, for example, ‘The evidence-based practice 
process requires the appropriate identification and formulation of clinical questions’ 
(MacDermid et al., 2006), and ‘the p value is a measure of reliability’ (McCluskey and 
Lovarini, 2005). The AFT (McCluskey and Lovarini, 2005) measures objective knowledge of 
the steps in the EBP process. The chart audit form contains six items rated with a yes/no 
scale and measures the documentation of treatment outcomes (professional behaviour) 
objectively (MacDermid et al., 2006).  
 
5.7.3.5 Psychometric properties of instruments 
The psychometric properties of each instrument are shown in Table 33. Articles in which 
specific properties were not reported are indicated with a X. The number of types of validity 
and reliability were calculated for each instrument. Three instruments had four types of 
validity and reliability, namely the questionnaire by Upton and Lewis (1998), the modified 
KABQ (MacDermid et al., 2006) and the AFT (McCluskey and Lovarini, 2005). All but one 
instrument (chart audit) reported some type of validity but nine failed to include any 















Table 33: Psychometric properties of instruments 
Instrument (author, year) Construct* Validity Reliability No. of types 
of validity & 
reliability 
Utility 
General Use of Research 
(Varcoe and Hilton, 1995) 




Orientation Survey (EROS) 
(Pain et al., 1996) 
K, B Construct Internal consistency 
excellent 
2 X 
Upton & Lewis (1998) – 
used by Upton (1999a), 
Upton (1999b), McCluskey 
(2003b) and Upton & Upton 
(2006) 
K, A, B Face 
Content 
Test-retest excellent 
Internal consistency good to 
excellent 
4 Easy to complete but too 
long (Upton, 1999a) 
Modified version took 
10 minutes to complete 
(McCluskey, 2003b) 
Barriers and Attitudes to 
Research in the Therapies 
(BART) (Closs and Lewin, 
1998, Metcalfe et al., 2000, 
Metcalfe et al., 2001) 
A Construct Internal consistency good to 
excellent 
2 X 
Sweetland and Craik (2001) K, B Content X 1 X 
Humphris, Littlejohns, 
Victor, O’Halloran & 
Peacock (2000) – used by 
Humphris et al (2000) and 
Cameron et al (2005) 
A, B Content X 1 X 
Curtin & Jaramazovic (2001) A, B Face 
Content 
assumed59 
X 1 Layout and clarity 
checked 
Dysart and Tomlin (2002)  K, A, B Face X 1 X 
Philibert, Snyder, Judd & 
Windsor (2003) 




3 Ease of completion 
Bennett, Tooth, McKenna, 
Rodger, Strong, Ziviani, 
Mickan & Gibson (2003) 
K, A, B Face 
Content 
X 2 Acceptable to 
participants 
Knowledge Acquisition 
Survey (MacDermid et al., 
2006, Pain et al., 2004) 
B Construct Test-retest excellent 2 X 
McCluskey and Lovarini 
(2005) 
K, A, B Face 
Content 
X 2 20 minutes to complete 
Format checked & 
modified 




Internal consistency good to 
excellent 
IRR excellent for total scores 
but poor for some individual 
items 
4 20 minutes to complete 
& 20 minutes to score 
Modified KABQ (MacDermid 
et al., 2006) 




Test-retest excellent (sum 
of positive items) and fair 
(sum of negative items) 
4 X 
RCCPS (MacDermid et al., 
2006) 
A Construct Test-retest excellent 2 X 
FATQ (MacDermid et al., 
2006) 
A, B Convergent X 1 X 
Chart audit (MacDermid et 
al., 2006) 
B X X 0 X 
Caldwell, Coleman, Copp, 
Bell & Ghazi (2006) 
A, B Content X 1 X 
* K=knowledge, A=attitudes, B=behaviour 
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Findings of the review are discussed in four sections. The first section evaluates the 
psychometric properties of the included instruments while the second describes their focus. 
Thirdly, the context in which the instruments were developed and tested is critiqued. The 
discussion concludes with the strengths and limitations of the methodology used for the 
review. 
5.7.4.1 Psychometric properties of instruments
In general the psychometric properties of the included instruments had not been sufficiently
tested. Eight instruments only reported validity. Five included only one aspect each for
validity and reliability. This variability in the quality of instruments is supported by a
systematic review that evaluated instruments measuring EBP knowledge and skills in
occupational therapists (Glegg and Holsti, 2010). The instruments with the most robust
properties were considered as potentially acceptable for this thesis. These were a
questionnaire (Upton and Lewis, 1998), the modified KABQ (MacDermid et al., 2006) and
the AFT (McCluskey and Lovarini, 2005). 
a. Upton and Lewis’ questionnaire
This questionnaire (Upton and Lewis, 1998) was reported in four articles (McCluskey, 2003b, 
Upton, 1999a, Upton, 1999c, Upton and Upton, 2006). Test-retest reliability was excellent
demonstrating its stability (DePoy and Gitlin, 2005, Jerosch-Herold, 2005, McDowell, 2006, 
Streiner and Norman, 2008) and indicating its potential for use in an evaluation study 
(DePoy and Gitlin, 2005). However, responsiveness was not reported. Responsiveness is a 
critical property of an outcome measure as it indicates whether any changes have taken
place over time (Bowling, 2009, Kirshner and Guyatt, 1985, Streiner and Norman, 2008). The 
lack of reporting responsiveness is attributed to the questionnaire being used only in cross-
sectional studies, indicating that its purpose was descriptive rather than evaluative. For this















b. Knowledge, attitudes, behaviour questionnaire (KABQ) 
The KABQ was developed for use with medical students in Hong Kong (Johnston et al., 2003) 
and was adapted for a study with Canadian rehabilitation therapists (MacDermid et al., 
2006). Minor modifications were made for the latter group by changing medical terminology 
to suit rehabilitation therapists. The KABQ is a self-report instrument containing subjective 
questions and some measuring objective knowledge. Factor analysis identified four separate 
factors related to EBP: knowledge, attitudes, personal application and use, and future use 
(Johnston et al., 2003). The KABQ measured change in EBP knowledge (effect size=0.33, 
p<0.01) in second year medical students eight months after attending six EBP modules 
(Johnston et al., 2003). The other three factors failed to show a significant change in scores 
(Johnston et al., 2003). Adding responsiveness to the other established types of validity and 
reliability made the KABQ the instrument with the strongest psychometric properties. The 
value for responsiveness was small however, indicating that the detected change may not 
have been clinically important (Cohen, 1992). 
 
c. Adapted Fresno Test of Competence in EBP (AFT) 
The AFT is an objective measure of knowledge of the steps in the EBP process for which four 
types of validity and reliability have been reported (McCluskey and Lovarini, 2005). 
Additional information on its psychometric properties was obtained by contacting the 
researcher. Revised values for IRR and information on responsiveness were obtained (A. 
McCluskey, PhD, email communication,28 June 2006) and have since been published 
(McCluskey and Bishop, 2009). IRR was excellent for total scores and good to excellent for 
subtest scores (McCluskey and Bishop, 2009). The AFT was also responsive to change with a 
mean change score of 20.6 of 156 points being seen as educationally important, and was 
reported to be ‘most useful for demonstrating change in novice learners of EBP’ (McCluskey 
and Bishop, 2009, p 125). This additional information rendered the AFT the most robust 
instrument for measuring EBP knowledge. In addition, it was the only instrument for which 
responsiveness was reported as clinically important, making it an appropriate choice for 
















d. Chart audit 
A systematic review recommending the most appropriate instruments for particular EBP 
evaluation needs, identified two studies in which records were audited (referred to as chart 
audit) to evaluate EBP behaviour (Shaneyfelt et al., 2008). The psychometric properties for 
these instruments indicated that chart audit could be responsive in evaluating EBP 
behaviour change over time (Shaneyfelt et al., 2008). Chart audit was included in the study 
of rehabilitation therapists to measure their use of outcome measures (MacDermid et al., 
2006). Chart audit thus deserved further investigation as a potential outcome measure for 
EBP behaviour among occupational therapists. 
 
e. Additional instruments identified in an updated search 
An updated search conducted in early March 2011 revealed five new articles involving 
occupational therapists. One had used the AFT (Novak and McIntyre, 2010), one had 
designed a questionnaire and three articles, reporting a survey conducted with paediatric 
occupational therapists in Australia, Taiwan and the UK (Brown et al., 2010a, Brown et al., 
2010b, Lyons et al., 2010), used the Knowledge, Attitudes and Practices of Research (KAP) 
Survey (Van Mullem et al., 1999). These articles were not appraised for this review but the 
KAP survey deserves consideration for future studies due to its noteworthy psychometric 
properties. 
 
5.7.4.2 Focus of measurement 
As reported by Glegg and Holsti (2010) difficulties in conducting the current review related 
to the variety of concepts that were included as measures of EBP knowledge, attitudes and 
behaviour and failure to provide definitions of the constructs measured. The emphasis in 
EBP research revealed in this review appeared to be on behaviour as demonstrated by the 
greater number of instruments measuring different aspects of this construct (15/18) as 
opposed to attitudes (12/18) and knowledge (8/18). A systematic review of instruments 
evaluating EBP education (Shaneyfelt et al., 2008) identified that the highest proportion of 
instruments measured skills (39/104, 57%) followed by knowledge and behaviour (39/104, 















with occupational therapists indicating the need to identify valid approaches for evaluating 
EBP educational interventions for this group. Shaneyfelt et al (2008, p 1125) concluded that 
‘the science of evaluating EBP attitudes and behaviours continues to lag behind the 
evaluation of knowledge and skills’. This situation seems to be even more severe with 
respect to occupational therapy evaluation studies.  
 
Of the identified instruments in the current systematic review (N=18), only two were 
completely objective measures of EBP knowledge or behaviour as opposed to self-reports - 
the AFT (McCluskey and Lovarini, 2005) and chart audit (MacDermid et al., 2006). Two 
additional instruments, the modified KABQ (MacDermid et al., 2006) and McCluskey and 
Lovarini’s questionnaire (2005), contained some objective knowledge questions. Although 
self-reports are useful for determining certain aspects, such as attitudes to EBP, objective 
measurement is important to obtain a true reflection of the actual situation. In self-reports, 
respondents may over-estimate their involvement thereby providing inaccurate 
information. An updated search in early March 2011 identified a systematic review of 
instruments measuring EBP knowledge and skills used in studies with occupational 
therapists (Glegg and Holsti, 2010). This review identified one instrument measuring 
objective knowledge, namely the AFT. The modified KABQ (MacDermid et al., 2006) has not 
yet been published and information for the current review was obtained through personal 
communication (M. Law, PhD, oral communication, April 2006). 
 
5.7.4.3 Contexts in which instruments were developed and tested 
The instruments included in this review were developed in high-income countries and their 
psychometric properties were tested in those contexts. No studies were located in resource-
constrained contexts. It is therefore unclear whether the findings of reported studies can be 
generalised to resource-constrained countries. For example, the level of complexity of items 
included in objective measures of EBP knowledge, skills or behaviour may be too advanced 

















The review followed a clearly described process for searching and identifying relevant 
studies. As multiple databases were searched it is more likely that all published studies were 
identified. Inclusion of the flow diagram provides detailed information about the number of 
studies included and excluded at each stage of the selection process. Summary tables 
provide information that facilitates the examination of the instruments according to their 
descriptive details (for example, study location and data collection method), the constructs 
and outcome areas measured, and their psychometric properties. 
 
5.7.4.5 Limitations 
As only one reviewer was involved in the process of screening the articles for eligibility, 
some error may have occurred in the selection process. Ideally a second reviewer should 
independently screen articles to maximise accuracy in determining which articles should be 
included in a review (Edwards et al., 2002). As the strategy for locating unpublished 
instruments was limited to contacting two occupational therapy EBP researchers there may 
have been other unpublished instruments which were not identified. Only one article had to 
be excluded because the full-text was not available. However, the title and authors of this 
article appeared to be linked to a study for which findings had been published in three other 
journals. A more extensive search using a wider range of terms and databases may have 
identified other instruments that have been used with occupational therapists. For example, 
three studies included in the systematic review by Glegg and Holsti (2010) were not 
identified during the searches for the current review. Failure to identify two of these may 
have been because they were multi-disciplinary studies and may not have been indexed 
under ‘occupational therapy’. The third study was probably not found because of the 
number of search terms that were linked with AND. Future searches should include fewer 
combinations of search terms to ensure all possible articles are identified. Searching only for 
instruments used with occupational therapists may have failed to identify those used with 
rehabilitation professionals or health professionals that included occupational therapists but 
did not disaggregate the data by professional group. However, this was a conscious decision 

















This chapter explained how to select instruments for evaluation research and discussed a 
framework for deciding on the outcomes that should be measured when evaluating EBP 
educational interventions. The specific psychometric properties of outcome measures for 
evaluation studies were identified and the process of testing instruments prior to their use 
in research was described.  
 
A systematic review of instruments measuring EBP knowledge, skills, attitudes and 
behaviour identified 18 instruments. Most measured EBP behaviour (15/18) followed by 
attitudes (12/18) and knowledge (8/18). The majority were subjective self-reports, many of 
which had not had any testing of their r psychometric properties. Appraisal of the 
instruments revealed that the AFT (McCluskey and Lovarini, 2005), the modified KABQ 
(MacDermid et al., 2006) and chart audit (MacDermid et al., 2006) had the most robust 
psychometric properties and were most suitable for evaluating educational interventions. 
The next chapter describes the process of selecting, modifying and testing the instruments 














Chapter 6: Study 2 - Developing and validating the 
instruments for the RCT 
6.1 About this chapter 
This chapter applies the information presented in Chapter 5 by describing the process of 
selecting, modifying and testing the instruments to evaluate the effectiveness of EBP 
educational interventions in a RCT (see Chapter 8). An evidence-based approach was 
followed to select and develop instruments with acceptable psychometric properties 
(Jerosch-Herold, 2005) to ensure the results of the RCT would be valid and reliable. The
procedure of establishing the validity and reliability of the selected instruments is described
and the findings discussed. The chapter concludes with a summary of the properties of the 
instruments.
6.2 Aims 
The study aimed to identify and modify existing instruments evaluating EBP knowledge,
attitudes and behaviour of occupational therapists, and to establish their psychometric 
properties, specifically:
Face validity 




The process outlined in Table 29 (Chapter 5) was followed to develop the instruments for 
the RCT (hereafter referred to as the occupational therapy EBP (OTEBP) trial) as described in 















6.3.1 Identifying the instruments 
Three instruments with adequate psychometric properties were identified in the systematic 
review in Chapter 5. Three additional instruments obtained from a colleague were reported 
to be sufficiently robust in several Canadian studies (M. Law, PhD, oral communication, April 
2006). As these instruments measured different aspects of knowledge, attitudes and 
behaviour from those identified in the systematic review, a decision was made to examine 
their suitability for the OTEBP trial. The instruments considered for the trial were: 
 
 The Adapted Fresno Test of Competence in EBP (AFT) (McCluskey and Bishop, 2009, 
McCluskey and Lovarini, 2005) 
 The Knowledge, attitudes, behaviour questionnaire (KABQ) (Johnston et al., 2003, 
MacDermid et al., 2006) 
 Chart audit (MacDermid et al., 2006) 
 The Readiness to Change Clinical Practice Scale (RCCPS) (MacDermid et al., 2010, 
MacDermid et al., 2006) 
 The Knowledge Acquisition Questionnaire (KAQ)60 (MacDermid et al., 2006) 
 The Familiarity and Access to Technology Questionnaire (FATQ) (MacDermid et al., 
2006). 
Descriptions of each instrument are provided in the next section and their psychometric 
properties are available in Table 33 (this chapter) and section 5.7.4.1 (Chapter 5). 
 
6.3.1.1 Adapted Fresno Test of Competence in EBP (AFT) 
The AFT was adapted for occupational therapists from the Fresno Test of Evidence-Based 
Medicine (Ramos et al., 2003). It measures changes in EBP knowledge and skills (McCluskey 
and Bishop, 2009). The 12 questions in the original Fresno Test were reduced to seven by 
removing questions ‘about diagnosis and more complex statistical calculations’ (McCluskey 
and Bishop, 2009, p 120). Four clinical scenarios61 relevant to occupational therapy practice 
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were written so that two versions of the test (Versions 1 and 2) are available to evaluate the 
effectiveness of EBP training. Scoring for each question is based on specific criteria captured 
in a scoring matrix which indicates responses considered to be ‘excellent’, ‘strong’ and 
‘limited’. The maximum total score is 156.  
 
6.3.1.2 Knowledge, attitudes, behaviour questionnaire (KABQ) 
The KABQ was modified for use in Canadian rehabilitation settings by changing the 
terminology to apply to rehabilitation professionals (MacDermid et al., 2006). It is a self-
administered questionnaire containing 43 items, 31 of which have categorical response 
options (Johnston et al., 2003). The modified KABQ was completed online with a group of 39 
rehabilitation clinicians to establish its psychometric properties in the Canadian 
rehabilitation context (MacDermid et al., 2006).  
 
6.3.1.3 Chart audit 
Audit is a tool used in quality improvement programmes in healthcare (Bowling, 2009, 
Sasaru et al., 2005). Specific criteria are applied to compare current practice against best 
practice to improve quality of care (Sasaru et al., 2005). It also plays a role in educating 
health professionals (Bowling, 2009). Changes are often implemented after an audit and 
practice is re-evaluated at a specified time to determine whether the quality of care has 
improved (Sasaru et al., 2005). Audits have been used in research to determine 
practitioners’ adherence to guidelines or quality indicators (Shaneyfelt et al., 2008).  
 
A systematic review of instruments for evaluating EBP education identified two studies that 
used audits to evaluate the behavioural outcomes of EBP training (Shaneyfelt et al., 2008). 
When audit is used to gather data, whether for research or quality improvement initiatives, 
specific criteria must be determined; these depend on the focus of the audit and should be 
based on clearly-defined standards that can be used to measure performance (Sasaru et al., 
2005). While audit of patient records, or chart audit, has advantages, it has been shown to 
have poor validity and reliability for assessing clinical competence due to incomplete 















data related to patient decisions and intervention (Jennett and Affleck, 1998, Jennett et al., 
1995).  
 
Chart-stimulated recall (CSR) is a method involving a combination of chart audit and 
personal interviews to explore the reasoning behind the information included in patient 
documents (Jennett and Affleck, 1998). This method allows additional information to be 
collected that may not appear in the original record (Goulet et al., 2002) and has been used 
to evaluate competence in health professionals (Goulet et al., 2002, Salvatori and Ward, 
2000).  
 
6.3.1.4 Knowledge Acquisition Questionnaire (KAQ) 
This questionnaire was developed for a Canadian study of rehabilitation professionals to 
‘describe the availability and use of information sources’ (Pain et al., 2004, p 4). It has also 
been used to evaluate an on-line evidence-based service for rehabilitation professionals 
(MacDermid et al., 2006) and to compare two interventions to change knowledge and 
behaviour related to outcome measures in physiotherapists and occupational therapists 
(MacDermid et al., 2010). The KAQ consists f two parts: part one uses a five-point scale to 
measure the frequency of using different sources of rehabilitation information (resource 
utilisation), and part two identifies the availability of different information sources at work, 
through other groups, or at home (MacDermid et al., 2006).  
 
6.3.1.5 Familiarity and Access to Technology Questionnaire (FATQ) 
The FATQ was also developed for the study with Canadian therapists described under the 
KAQ (MacDermid et al., 2010, MacDermid et al., 2006). It contains demographic and 
practice information, perceived support for accessing and using evidence-based knowledge, 
















6.3.1.6 Readiness to change clinical practice scale (RCCPS)  
This scale was developed to measure therapists’ intentions and readiness to use outcome 
measures (MacDermid et al., 2010, MacDermid et al., 2006). The items in the scale 
represent the five stages of change in the trans-theoretical stages of change model62 
(Prochaska and DiClemente, 1982). This model suggests that a person’s behaviour is 
influenced by their readiness to change their behaviour at the time that the information 
about that behaviour is provided (Dalton and Gottlieb, 2003, Prochaska et al., 1992). 
Behaviour change is viewed both as a series of stages and as a process through which an 
individual moves to reach a desired end point (DiClemente et al., 1991, Prochaska et al., 
1992). The concept of readiness to change has been widely used in approaches to addiction 
and health behaviour (Forsberg et al., 2003, Prochaska and DiClemente, 1992, Prochaska et 
al., 1988, Rollnick et al., 1992), but has more recently been proposed as a way of 
understanding responses to knowledge transfer (Buckley et al., 2003). The RCCPS requires 
participants to select the option that best describes their feelings about changing their 
practice.  
 
6.3.2 Selecting the instruments 
The AFT, as an objective measure of knowledge, seemed an obvious choice as it had been 
modified and validated for occupational therapists. As the KABQ contains some objective 
knowledge items and subjective items measuring attitudes and behaviour, it contributed 
information not covered by the AFT. The KAQ, RCCPS and FATQ - as subjective measures of 
different attributes of attitudes and behaviour -similarly provided additional information. 
Self-reports were thought to be least threatening for participants and the most pragmatic 
method of collecting data. However, evidence from a systematic review revealed that 
physicians’ self-assessments of their competence were inaccurate compared with external 
observations (Davis et al., 2006). This finding substantiated the need for an objective 
measure of EBP behaviour. Chart audit and CSR were considered but difficulties finding 
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research assistants with dedicated time to conduct interviews, the level of expertise needed 
to make judgments on ratings over the wide range of practice areas of study participants, 
and the costs involved, precluded CSR as an option. As the OTEBP trial was concerned with 
the extent to which participants monitored their practice through documentation, rather 
than evaluating the quality of their practice, chart audit was a suitable method for collecting 
data (Goulet et al., 2002). Although incomplete documentation and missing data were of 
concern, the intention was not to capture participants’ reasoning processes but rather to 
develop a profile of their record-keeping to illustrate how they were monitoring the 
effectiveness of their patient interventions. The choice of instruments for the study was 
therefore based on availability, applicability to occupational therapy, evidence of validity 
and reliability and coverage of the outcomes deemed important.  
 
The framework (Nabulsi et al., 2007) presented in Table 30 (Chapter 5) was applied to 
ensure that all learner domains and outcomes were covered by the selected instruments so 
that a comprehensive evaluation of the intervention could be done (refer to Table 34).  
 
Table 34: Domains and measurement instruments for learner outcomes  




Satisfaction with training  Feedback questionnaire after intervention 
Attitudes towards EBP  FATQ (MacDermid et al., 2006) 
 KABQ (Johnston et al., 2003, MacDermid et al., 2006) 
Intentions to use EBP  KABQ (Johnston et al., 2003, MacDermid et al., 2006) 
 RCCPS (MacDermid et al., 2006) 
Cognitive Knowledge of EBP  KABQ (Johnston et al., 2003, MacDermid et al., 2006) 
 AFT (McCluskey and Bishop, 2009, McCluskey and Lovarini, 2005) 
EBP skills  AFT (McCluskey and Bishop, 2009, McCluskey and Lovarini, 2005) 
Behavioural EBP use  KABQ (Johnston et al., 2003, MacDermid et al., 2006)  
 KAQ (MacDermid et al., 2006, Pain et al., 2004) 
 Chart audit (MacDermid et al., 2006) 
 
Table 34 reveals that there was more than one instrument to measure some outcomes but 
these contributed either subjective or objective information, or measured different 
attributes of the outcome. Therefore, it was decided to include all instruments, apart from 
the chart audit form, in a single questionnaire, and to determine whether any modifications 
were required. As the chart audit form evaluated the use of outcome measures (MacDermid 
et al., 2006), another audit instrument had to be developed to measure the extent to which 
participants were monitoring the effectiveness of their patient interventions. An evaluation 














interventions. As the questionnaire was a self-report, while the audit instrument would be 
used by independent raters, the development and testing of each is described separately. 
6.3.3 Development of the OTEBP questionnaire
Instruments were obtained from the developers who gave permission for their use in the 
OTEBP trial. Items for each instrument were scrutinised and modifications were made
where necessary to ensure their applicability to occupational therapy and the SA context.
The order of presentation of items and instruments was such that participants would start
with easy, non-threatening questions which would become increasingly challenging. The
initial baseline questionnaire consisted of the following sections in order of presentation:
Demographic and practice information: this was included to investigate the extent to
which participants’ practice experience and the charact ristics of the service influenced
EBP behaviour. Items were selected from the questionnaire in Chapter 4 and those used
in previous studies (Bennett et al., 2003b, Law et al., 2007, MacDermid et al., 2006). 
Information requested included age, highest qualification, years and areas of
experience, work hours per week, work location (urban/rural), average number of new 
referrals per month and main caseload.
Factors supporting or hindering EBP: to determine the possible impact of peer, 
administrative, and managerial support and access to resources, on EBP use. Ten of the 
16 items in section 2 of the KAQ (MacDermid et al., 2006, Pain et al., 2004) and three 
items from the FATQ (MacDermid et al., 2006) were selected.
EBP knowledge, attitudes and behaviour: 
Knowledge Acquisition Questionnaire (KAQ) (MacDermid et al., 2006, Pain et al., 2004): 
Items about the frequency of using different sources of evidence were selected to 
replace items in the KABQ as they were similar but were more relevant for occupational 















participants to recall and report accurately rather than reporting the number of times 
used. The category ‘never’ was changed to ‘seldom or never’ as the next category was 
‘every month’ which may have made it difficult for participants who were erratic EBP 
users to complete. An additional item related to undergraduate lecture notes was added 
because of its frequent use reported in Chapter 4. 
 
Adapted Fresno Test of Competence in EBP (AFT) (McCluskey and Bishop, 2009): 
Examination of the AFT (version 2) with a South African EBP expert, confirmed it would 
be time-consuming and daunting for the target group to complete in its existing form 
considering the limited EBP knowledge reported in Chapter 4. Three questions were 
therefore selected and their format changed to make them easier and quicker to 
complete. The remaining four questions required advanced EBP knowledge and skills, 
including writing a MEDLINE search strategy, determining the relevance and validity of a 
study and its magnitude and significance, and were excluded.  
 
The modified version of the AFT was renamed the Shortened AFT (SAFT) and tested 
aspects of the first three steps of the EBP process. The SAFT contains three items that 
evaluate knowledge of writing a PICO question based on a clinical scenario, ability to 
identify the most suitable study design to answer the question, and knowledge of 
possible sources of information. Answer options with tick boxes were included for two 
items to simplify completion. The grading rubric developed by McCluskey and Bishop 
(2009) was adapted to reflect the changes and to ensure the scoring criteria were clear. 
The rubric was not changed for question 1 (PICO) except that an additional four points 
were awarded for writing out the complete question. The rubric was simplified for 
questions 2 and 3 as follows: 
 
Question 2 (sources of information): One point was allocated for each option 
selected except ‘I wouldn’t look for information, I would use my clinical experience’ 
which scored zero points. A maximum of five points was awarded for ‘other’ giving a 
















Question 3 (study design): Two points were awarded for ‘randomised controlled 
trial’, one for the other study designs and zero for ‘don’t know’. If ‘other’ was ticked 
and systematic review written beside it, a bonus point was allocated. The possible 
score for this question was three. 
 
Two new scenarios based on the content of the educational intervention in the OTEBP 
trial were developed for the 12-week questionnaire with a grading rubric. The total 
possible score for baseline and 12-week versions of the SAFT was 30 points. 
 
Knowledge, attitude and behaviour questionnaire (KABQ) (Johnston et al., 2003, 
MacDermid et al., 2006):  
Six items were deleted because they were not relevant to the SA context (item 16: 
technology was unavailable to the study population), to qualified health professionals 
(items 27 and 28 related to student learning), seemed repetitive (item 10) or were too 
advanced for the study population (items 14 and 15). As previously mentioned, the 
wording for items 8-17 was changed to that in the KAQ to be more applicable to 
occupational therapists. Some items (21-29 and 39-72) were modified by changing the 
terminology to relate to occupational therapy. For example, ‘evidence-based medicine’ 
was changed to ‘evidence-based practice’. The six-point scale in items 1-7 and 32-43 was 
changed to a five-point scale because of the difficulty in differentiating between 
‘moderately agree’ and ‘agree’ or ‘moderately disagree’ and ‘disagree’. The central point 
on the scale became neutral, for example, ‘undecided’. As it was unclear how the 
continuous scale for items 19iii)-31 would be completed, this was also changed to a five-
point scale. 
 
Readiness to Change Clinical Practice Scale (RCCPS) (MacDermid et al., 2006):  
The wording of the scale was modified to apply to behaviour about incorporating 















6.3.4 Testing the OTEBP questionnaire 
The questionnaire was tested to establish its psychometric properties in the study context. 
Being an evaluative instrument, the most important properties were content and construct 
validity (Law, 1987), IRR (Law, 1987, Streiner and Norman, 2008), test-retest reliability 
(Kirshner and Guyatt, 1985) and responsiveness (Bowling, 2009, Kirshner and Guyatt, 1985, 
Law, 1987). Some properties applied only to certain instruments in the questionnaire, for 
example, IRR was only required when more than one rater was involved in scoring. In 
addition, the face validity of each item and the clinical utility of the entire questionnaire was 
evaluated (Corr and Siddons, 2005, Jerosch-Herold, 2005, Law, 1987). Table 35 shows the 
psychometric properties to be established for the different instruments in the questionnaire 
and the reasons for doing so. In the absence of a gold standard instrument against which 
the questionnaire could be compared, criterion validity could not be established.  
 
Table 35: Psychometric properties required for instruments in the OTEBP questionnaire 
Name of 
instrument 
Psychometric properties to be 
established 
Reason 
SAFT  Inter-rater reliability To establish consistency in scoring across different raters 
 Test-retest reliability To determine stability over a specific period of time in which the 
attribute is not expected to change 
 Responsiveness Ability to measure change over time 
KABQ Test-retest reliability As for the SAFT 
 Internal consistency To determine the structure of the instrument and identify which 
items were grouped together (to determine whether scores could 
be calculated for sub-sections) 
FATQ Test-retest reliability for items 75-77 As for SAFT 
RCCPS Test-retest reliability As above 
 
The PI completed the draft questionnaire to check completion time, clarity of instructions 
and ease of answering each question. The questionnaire was also evaluated by an EBP 
expert and a researcher with experience in instrument development. Changes were made to 
the layout by increasing the font size, including page numbers, changing the order of 
presentation of one instrument, and modifying the wording of some items to make them 
appropriate for the trial population. 
 
The questionnaire was piloted with two groups of participants. In the first pilot, face validity 















methods used, and results for, each pilot study are presented separately for the sake of 
clarity.  
 
6.3.4.1 Testing validity 
Face validity and utility for all instruments in the questionnaire were evaluated using a semi-
structured focus group. Five UCT occupational therapy lecturers were purposively selected 
to represent different areas of occupational therapy practice. This ensured that the 
questionnaire would be appropriate in all settings in which Western Cape DOH occupational 
therapists were working.  
 
Participants completed the first draft of the questionnaire and recorded the time taken to 
complete it prior to attending the focus group. The aim of the focus group was to obtain 
feedback about the design and layout of the questionnaire and the content of the items. 
Participants were asked for their general impressions about the length and layout of the 
questionnaire as a whole and then each item was discussed to identify ambiguities and 
redundancy, use of jargon and value-laden words, to evaluate the ease of using the rating 
scales, and to identify additional items for inclusion (Streiner and Norman, 2008). An 
interview guide was used to guide the discussion (see Appendix VIII). 
 
A spreadsheet was developed in STATISTICA 8 (StatSoft Inc, 2008) to check the efficiency of 
the data entry process. Where possible, data were entered prior to the focus group to 
detect inconsistencies and missing data, and to identify areas requiring discussion. The focus 
group was audio-recorded and notes made on a blank questionnaire during the discussion. 
The PI listened to the recording after the focus group and documented the discussion so 
that all the points raised could be addressed during the questionnaire revision process.  
 
6.3.4.2 Testing reliability 
After making changes to the questionnaire based on the focus group discussion, the 
different types of reliability outlined in Table 35 were assessed. Twenty-six occupational 















worked in private practice, non-DOH hospitals (so were not part of the study population) or 
in DOH facilities but were unable to participate in the OTEBP trial. 
 
Participants completed the questionnaire twice with a one-week interval between 
completions. This time period was considered suitable in terms of the likelihood of 
participants’ recalling their responses. Questionnaires were collected from participants by a 
research assistant after each completion. The SAFT (from both completion times) was 
independently scored by the PI and a trained research assistant using the grading rubric in 
Appendix IX. 
 
Data were entered into STATISTICA 8 (StatSoft Inc, 2008) by a research assistant. Participant 
numbers were used for data entry and names and other identifying features were excluded 
(Boynton, 2004). Any uncertainties in capturing data were discussed and decisions made 
about how they should be handled. For inconsistent responses, the most appropriate 
response was entered. For example, for items 8-17 if a participant circled ‘no’ under 
availability and ‘yes’ under either of the other two columns, the response for availability was 
entered as ‘yes’. If two options were ticked for an item, the highest response level was 
entered. Once all the data had been entered, the PI double-checked the accuracy of entries 
against each item on the hard copies of the questionnaire.  
 
Data were analysed with STATISTICA 8 (StatSoft Inc, 2008). Frequencies for descriptive data 
were calculated to provide a demographic and practice profile of participants. The Shapiro-
Wilk Test was used to determine whether numerical data were normally distributed and 
appropriate measures of central tendency and dispersion were calculated. To determine the 
stability of the questionnaire between the two completion times Statistical Package for the 
Social Sciences (SPSS), version 18 (SPSS Inc, 2009) was used to calculate ICCs for continuous 
data and categorical data that were at least ordinal. A two-way random model for absolute 
agreement for single measures was used to calculate the ICC (ICC type A,163) (McGraw and 
Wong, 1996). The test value was set at 0.75 as recommended by Cicchetti and Sparrow 
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(1981). To determine the IRR of the SAFT, the same type of ICC (A,1) was calculated for each
SAFT item and the total score for both sets of questionnaires. An ICC of less than 0.40 was 
considered poor, 0.41-0.59 fair to moderate, 0.60-0.74 good and above 0.75 as excellent
(Cicchetti and Sparrow, 1981). In line with good practice, 95% confidence intervals (CIs) are
cited with ICCs to indicate the range of values within which the true value is estimated to lie
(Jerosch-Herold, 2005). Cohen’s Kappa for the reliability of dichotomous items was
calculated with Stata statistical software, release 10 (StataCorp, 2007). The benchmarks 
employed by Landis and Koch (1977) were used to judge the strength of agreement 
between raters (kappa > 0.81 = almost perfect; 0.61-0.80 = substantial ; 0.41-0.60 =
moderate; 0.21-0.40 = fair; <0.21 = slight or poor). To determine internal consistency, item 
analysis was conducted on all KABQ baseline measurements (38 ordinal items) using 
Cronbach’s alpha and factor analysis with principal axis factoring as the extraction method. 
6.3.4.3 Determining responsiveness
The responsiveness of the SAFT was calculated using baseline and 12-week data from the 
OTEBP trial described in Chapter 8. Data was captured in Excel 2003 and imported into
STATISTICA (StatSoft Inc, 2008) for analysis.
As pre-post workshop SAFT scores were not normally distributed, the Wilcoxon signed rank
test was conducted to examine whether there was a significant difference in pre- and post-
workshop scores. Mean total scores and standard deviations were calculated for pre- and
post-workshop data. Mean change scores were determined with their standard deviations 
and 95% CIs. Effect sizes were calculated using the mean change score and dividing it by its 
standard deviation (Beurskens et al., 1996, Husted et al., 2000). An effect size of greater
than 0.80 was considered large, 0.50 to 0.80 as moderate and less than 0.50 as small 
(Cohen, 1992). Based on the study by McCluskey and Bishop (2009), a 10% improvement in
the mean total SAFT score post workshop was considered educationally important. 
















6.3.5 Development of the audit checklist 
The audit checklist was based on a CSR evaluation form for assessing competence in 
occupational therapists (Salvatori and Ward, 2000), a chart audit form (MacDermid et al., 
2006) and an audit tool developed for evaluating the quality of occupational therapy 
records in one province in SA (Foote et al., 2006). Items were selected by asking ‘What 
would one expect the patient notes of an evidence-based practitioner to look like?’ If the 
item did not contribute towards answering this question, it was deleted. The initial checklist 
used a dichotomous scale (yes/no) and contained six items documenting: 
 
 Use of recognised, standardised measures of outcome at baseline and the end of 
intervention; 
 Clear recording of baseline assessments to facilitate monitoring of changes; 
 Changes in client status (progress or deterioration) between appointments; 
 Interventions provided; 
 Reference to research to verify intervention; and 
 Goals for intervention plan. 
 
The checklist was sent for comment, and review of its face and content validity and clinical 
utility, by an expert panel consisting of two international colleagues with audit experience 
and two local experts. Comments from this panel led to the inclusion of the ICF checklist 
(World Health Organization, 2001) as a framework to differentiate between assessment, 
intervention and re-assessment at impairment, activity and participation levels, in order to 
gauge the focus of interventions provided to clients. The rating scale was expanded to a 
four-point scale (‘completely’, ‘somewhat’, ‘not at all’ and ‘not applicable’). These changes 
resulted in a 15 item checklist. 
 
Properties that needed to be tested prior to using this instrument in the OTEBP trial were 
















6.3.5.1 Pre-testing of the audit checklist 
The checklist was tested prior to the initial training session with the raters (see 6.3.5.2). The 
PI rated 10 records obtained from an institution from which participants would be recruited 
for the OTEBP trial. This enabled the PI to clarify what was expected for each item and 
informed the content of the training session. The following were noted: 
 
 If more than one therapist was seeing a client, a specific therapist may not have been 
required to document some aspects of the intervention, for example a baseline 
assessment or progress may have been recorded by another therapist. Therefore, a ‘not 
applicable’ response option was required. 
 A baseline assessment could be any assessment that measured an outcome considered 
important to the therapist. 
 Assessments should be recorded in a way that was measurable. If a description rather 
than measurements had been recorded, a score of ‘somewhat’ rather than ‘completely’ 
would be awarded. 
 Although goals may have been identified, they were not always documented. 
Considering the importance of goals in directing intervention and measuring outcomes, 
this item was retained. 
 None of the records contained any indication that the assessment or intervention was 
evidence-based. It was acknowledged that therapists would probably only document 
their use of specific evidence in records that would be used for medico-legal purposes or 
when deviating from a ‘usual’ protocol or applied ‘new’ interventions. The checklist did, 
however, document whether therapists monitored the effectiveness of their 
interventions. While another instrument may have been useful in identifying whether 
and how therapists were using evidence to make decisions about client care, this was 
beyond the scope of the OTEBP trial. 
 If a client was seen for the first time in the week preceding the audit, there may have 

















6.3.5.2 Recruitment and training of raters 
Two occupational therapists were employed to conduct the audits for the OTEBP trial to 
reduce the risk of detection bias (Sibbald and Roland, 1998). Training of raters and use of 
consistent raters were strategies adopted to minimise disagreement and increase the 
reliability of the study findings.  
 
In the first training session, each item on the audit checklist was explained and terms were 
defined using the ICF checklist (World Health Organization, 2001). Scoring using the rating 
scales was also discussed. Training included practice using the checklist on records obtained 
from therapists at two institutions who had agreed to participate in the OTEBP trial. 
Therapists were asked to draw records of patients who had been discharged between 1 
February and 31 March 2008. A total of 15 records were collected, four of which were used 
for training. One record was jointly audited by the PI and both raters by discussing its 
content and determining the most appropriate ratings for each item. Three records were 
subsequently rated with increasing levels of independence. Item scores were discussed and 
reasons for differences identified. This exercise led to the following decisions: 
 
 ICF checklist definitions would be used to differentiate between ‘impairment’, ‘activity’ 
and ‘participation’. 
 Records containing any mention of the attribute measured by an item would receive a 
score of one. 
 Where there was doubt about the rating, the lower score would be awarded. 
 Assessments had to include measurable outcomes to score two points. 
 To score a point for item 6 there had to be some mention of an attempt to look for 
evidence for the intervention, for example research, expert opinion or reference to an 
evidence source. 
















6.3.5.3 Establishing IRR 
Four pilot studies were conducted to test and refine the 15 item checklist. In each pilot, a 
set of 10 records was independently audited by two raters who were not permitted to 
discuss the content of the record or checklist, or their ratings. In keeping with Hosking’s 
(1995) recommendation, a grading rubric was developed, with descriptors for each item to 
guide scoring allocation, and training in the use of the rubric was provided. Results for each 
pilot study were discussed with raters and reasons for differences in scores were identified. 
Based on these discussions, refinements were made to the items and grading rubric 
descriptors after each pilot.  
 
Item ratings for each audit checklist were entered into Excel by a research assistant. The 
researcher checked each data entry for accuracy against hard copies of audit checklists. For 
pilots 1-6, SPSS (SPSS Inc, 2009) was used to calculate ICCs as described in section 6.3.4.2. 
When the rating scale was changed to a dichotomous scale after pilot 6, Cohen’s kappa was 
computed (refer to 6.3.4.2). 
 
6.3.5.4 Determining responsiveness 
Baseline and 12-week audit scores for he total sample in the OTEBP trial were used to 
calculate responsiveness as described in 6.3.4.3. 
 
6.4 Results 
Results for the OTEBP questionnaire are presented first followed with those for the audit. 
6.4.1 OTEBP questionnaire 
6.4.1.1 Face validity and utility 
The focus group was attended by all five participants. Four of the five recorded the time 
taken to complete the questionnaire. The median completion time was 23.5 (IQR=21.0-27.5, 
range= 20.0-30.0) minutes. Participants commented on the layout and order of 
presentation; language/wording of instructions and items; method of completion; response 















items and varied from 0 to 8 per item. The highest number of missing responses occurred in 
items 10-19. On checking the completion of these items it was noted that many participants 
did not circle an answer for every item, particularly the sections indicating whether the 
resource was available at work or outside work. Participants attributed this to be due to 
unclear instructions and confusing layout. Three additional items were suggested where 
gaps in information were noted. Changes were made to the questionnaire based on 
consensus between participants (refer to Appendix X for details). The revised questionnaire 
is available in Appendix XI.  
 
6.4.1.2 Reliability and responsiveness 
Twenty-one of 26 participants completed the questionnaire on two-occasions. Four 
completed the questionnaire once as they were on leave for one of the completion times, 
and one participant was going on leave so completed the second questionnaire after 3 days. 
These five questionnaires were excluded from the analysis. As 17 of 21 participants 
recorded dates on their questionnaires, the time interval between completions was 
calculated only on this data. Data was not normally distributed for duration between 
completion times (W=0.606, p<=0.001), age (W=0.791; p<0.001), years experience (W=0.82; 
p=0.001) and number of clients seen per month (W=0.840; p<0.001). 
 
The median duration between completion times was 7.0 (IQR= 7.0-15.0, range= 7.0-49.0) 
days. The median for age and years of experience was 29.0 (IQR=26.0–35.0, range=23.0-
57.0) and seven (IQR=5.0–12.0, range=1.0–29.0) years respectively. All participants were 
female and worked in urban areas. Most had a bachelors’ degree in occupational therapy 
(19/21, 90.5%). Two had postgraduate occupational therapy qualifications and three had 
qualifications in other areas either at bachelors/diploma level or postgraduate 
diploma/certificate level. Most participants worked in tertiary settings (14/21, 66.7%). The 
median number of clients per month was 47.5 (N=18, IQR=30.0-150.0, range=18.0–200.0). 
















Table 36: Participants’ practice areas 
Area of practice No. % 
Physical1 11 52.4 
Psychiatry2 4 19.0 
Physical and psychiatry3 2 9.5 
Psychiatry and work4 2 9.5 
Physical and work5 2 9.5 
Total 21 100 
1 Paediatrics (excluding child psychiatry), stroke, amputation, hand conditions, burns, arthritis, chronic diseases of lifestyle 
2 Child psychiatry, psychoses, anxiety, intellectual disability, substance use disorder, bipolar affective disorder 
3 Combination of one or more conditions listed in above two areas 
4 Combination of one or more conditions listed in ‘psychiatry’ and work practice 
5 Combination of one or more conditions listed in ‘physical’ and work practice 
a. SAFT
Table 37 shows that IRR was excellent for individual SAFT items and total scores for both
completion times.
Table 37: Inter-rater reliability for the SAFT at times 1 and 2 
Time completed PICO score 
ICC (95% CI) 
Study design score  
ICC (95% CI) 
Source score  
ICC (95% CI) 
Total score  
ICC (95% CI) 
Strength of 
agreement 
Time 1 0.99 (0.98-1.00) 1.00 1.00 1.00 Excellent 
Time 2 0.99 (0.97-1.00) 1.00 0.89 (0.76-0.96) 0.99 (0.97-1.00) Excellent 
Test-retest reliability was excellent for two of the items and total SAFT scores (refer to Table
38).
Table 38: Test-retest reliability for the SAFT
Item no. Item (possible score) ICC (95% CI) Strength of agreement 
20 PICO score (16) 0.96 (0.895-0.985) Excellent 
21 Study design score (3) 0.90 (0.77-0.96) Excellent 
22 Source score (11) 0.71 (0.40-0.88) Good 
Total score (30) 0.95 (0.88-0.98) Excellent 
Differences in pre-post workshop scores for the total OTEBP trial sample were significant 
(T=30.5, Z=5.1, p<0.001). The overall mean improvement in knowledge on the SAFT was 6.2 
points on the 30 point scale (SD=6.3, 95% CI: 5.2-7.9). Table 39 shows the effect sizes and 















Table 39: Responsiveness of the SAFT for the total sample (N=46) 






95% CI for 
mean change 
Effect size* Interpretation 
PICO (16) 8.4 (6.1) 13.8 (3.5) 5.4 (5.9) 4.9-7.5 0.93 Large 
Study design (3) 0.8 (0.9) 1.3 (0.7) 0.6 (0.9) 0.7-1.1 0.67 Moderate 
Sources of information (11) 4.1 (1.2) 4.4 (1.7) 0.3 (1.6) 1.3-2.0 0.19 Small 
Total score (30) 13.3 (6.7) 19.6 (4.3) 6.2 (6.3) 5.2-7.9 1.00 Large 
*Calculated using mean change scores divided by the standard deviation of the mean change score. 
 
b. Modified KABQ 
The factor structure of the modified KABQ showed that knowledge items were grouped 
together but the remaining items were split. The resultant structure did not conform to the 
theoretical structure reported by Johnston et al (2003) apart from the items measuring 
knowledge. Therefore theoretical factors were used and the factorability of the items and 
reliability were checked. Factor analysis suggested that knowledge stayed intact as one 
factor which explained 47.5% of the variance and had a Cronbach alpha of 0.801. ‘Source’ 
was split into three factors with one having a much greater eigenvalue than the other two 
and explaining 44.0% of the variance. Therefore, this factor was retained by forcing one 
factor only resulting in a Cronbach’s alpha of 0.826. Factor analysis on the set of items 
measuring the theoretical factor of EBP behaviour identified one poorly-performing item 
(item 47 ‘How much confidence do you have in your occupational therapy decision-
making?’; MSA64=0.213). This item was therefore dropped and factor analysis repeated. The 
repeated factor analysis produced only one factor with a Cronbach alpha of 0.805. The same 
procedure was followed for the items measuring attitudes. Items were dropped in the 
following order: item 59 (MSA=0.443), item 65 (MSA=0.547), item 57 (MSA=0.524) and item 
58 (MSA=0.276). As item 60 measured only one factor it was dropped and the factor 
analysis repeated. This revealed a three-factor structure with Cronbach’s alpha varying 
between 0.753 and 0.809. The same factor structure was used for 12-week measurements. 
Values for Cronbach’s alpha for baseline and 12-week data are shown in Table 40. 
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Table 40: Cronbach’s alpha for factors at baseline and 12 weeks 
Factor Item no’s (baseline 
questionnaire) 
Cronbach α for 
baseline data 
Cronbach α for 12 
week data 
Knowledge 23-29 0.801 0.762 
Behaviour - Sources of information used 32-40 0.826 0.714 
Behaviour - Impact of EBP on practice 44-46, 48-50 0.805 0.840 
Attitude 1 - Negative attitudes to EBP 54-56, 61-62 0.753 0.622 
Attitude 2 - Positive attitudes to EBP 51-53 0.809 0.807 
Attitude 3 - EBP as useful and an important part of CPD 63-64 0.802 0.840 
 
Cronbach’s alpha values indicated high internal consistency for all factors except attitude 
factor 1 at baseline, and EBP behaviour and attitude factors 2 and 3 at 12 weeks. However, 
all factors had an alpha of at least 0.60 suggesting sufficient internal consistency for baseline 
and 12-week values. Consequently items within each factor could be added to provide a 
total score to determine differences between baseline and 12-week scores for the OTEBP 
trial. 
 
Kappa values for dichotomous items showed at least fair test-retest reliability (kappa>0.21) 
as depicted in Table 41. 
 
Table 41: Test-retest reliability for dichotomous items in KABQ 
Item no. Item Kappa P value Strength of 
agreement 
43 ii) Did you find evidence? 0.23 0.175 Fair 
67 Do you consider yourself an evidence-based practitioner currently? 0.89 <0.001 Almost 
perfect 
68 I don’t use evidence-based practice because my consultants 
/supervisors /managers don’t. 
0.82 <0.001 Almost 
perfect 
69 I don’t use evidence-based practice because I don’t know how. 0.62 <0.001 Substantial 
70 I don’t use evidence-based practice because I don’t believe in it. 0.64 0.002 Substantial 
71 I don’t use evidence-based practice because my colleagues don’t 0.59 0.001 Moderate 
72 I don’t use evidence-based practice because I don’t have time. 0.59 0.0001 Moderate 
73 I don’t use evidence-based practice because of personal 
procrastination in changing old habits. 
0.82 0.000 Almost 
perfect 
 
Results for test-retest reliability of continuous and ordinal items are shown in Table 42. Two 

















Table 42: Test-retest reliability of modified KABQ items 
Item no. Construct Item (possible score) ICC (95% CI) Strength of 
agreement 
Continuous items     
23-29* EBP knowledge Total knowledge (35) 0.67 (0.35-0.85) Good 
54-56, 61-62* Attitudes to EBP Negative attitudes to EBP (25) 0.24 (-0.21-0.60) Poor 
51-53*  Positive attitudes to EBP (15) 0.33 (-0.12-0.67) Poor 
63-64*  EBP as useful and an important part of 
CPD (10) 
0.42 (0.02-0.71) Fair 
32-40* EBP behaviour Sources of information used (45) 0.88 (0.72-0.95) Excellent 
44-50*  Impact of EBP on practice (35) 0.54 (0.15-0.78) Moderate 
Ordinal items     
43i) EBP behaviour 
 
Time spent looking up evidence for 
most recent client 
0.83 (0.60-0.93) Excellent 
43iv)  Extent to which evidence contributed to 
understanding 
0.59 (0.19-0.82) Moderate 
43v)  Extent to which evidence related to 
client-oriented outcomes 
0.46 (0.00-0.75) Fair 
* Scores for these items were summed based on the outcome of the factor analysis 
 
c. FATQ 
Two items demonstrated substantial and one moderate test-retest reliability (see Table 43). 
 
Table 43: Test-retest reliability of FATQ items 
Item no. Item Kappa p-value Strength of agreement 
75 Do you feel you have the support of your peers in accessing 
and utilising evidence based knowledge? 
0.66 0.001 Substantial 
76 Do you feel you have the support of your management in 
accessing and utilising evidence based knowledge? 
0.51 0.013 Moderate 
77 Do you feel that your practice settings are supportive in 
your accessing and utilising evidence based knowledge? 
0.69 0.001 Substantial 
 
d. RCCPS 
The ICC was 0.93 (95% CI: 0.83-0.97) indicating strong test-retest reliability. 
 
6.4.1.3 Changes required based on results for reliability tests 


















Table 44: Changes to the questionnaire after reliability studies 
Item no. Change made 
5 Added ‘not applicable’ category 
8 Added ‘more than 1 level’ as a category 
22 Added the following words (words in italics): 
I would consult experts in the field not at my workplace 
I would look on the internet, e.g. Google 
23-29 Changed the descriptor on midpoint of scale from ‘don’t know’ to ‘undecided’ 
30 Added ‘… occupational therapy practice in the Western Cape currently …’ 
41 Removed ‘ week’ and left only ‘times per month’ 
42 Removed ‘hours’ and left ‘mins’ 
43 Added new item which was inserted after i): Approximately how long ago did this event take place? 
44-53 Changed format back to the original so the scale was in line with each item to reduce the amount of space 
taken by these items 
Changed descriptor for midpoint on the scale from ‘not sure’ or ‘don’t know’  to ‘moderately’, ‘sometimes’, 
‘some’ or ‘mixed’ depending on the question  
54-65 Changed descriptor for midpoint on the scale from ‘don’t know’  to ‘indifferent’ 
67 Changed instruction after ‘no’ tick box from ‘Continue with the following questions’ to ‘Continue with 68’ 
 
6.4.2 Audit checklist 
The first pilot revealed poor inter-rater agreement for eight items (1, 5-9, 11 and 15). This 
decreased to six items in pilot 2 (poor agreement for items 1-3, 5, 7-8), and five in pilots 3 
(poor agreement for items 1, 9-12) and 4 (poor agreement for items 2, 7, 9, 13, 15). Results 
for these four pilots are available in Appendix XIII. As satisfactory agreement was not 
achieved after pilot 4 and results for each pilot varied in terms of which items achieved 
satisfactory agreement, the categories of ‘not at all’ and ‘somewhat’ were combined to 
make the scale dichotomous to determine whether this would improve reliability. Data were 
re-analysed using these collapsed categories, but the kappa statistic revealed that reliability 
did not improve. Similarly, combining ‘somewhat’ and ‘completely’ was unsuccessful in 
improving IRR. Studying the scores for each item across the four audits showed that 
disagreements occurred between items referring to ‘activity’ and ‘participation’. Therefore, 
these two levels were combined. In addition, it became clear that item 4 was redundant as 
recording of baseline assessment had already been scored in items 1-3. Implementing these 
changes resulted in a 10 item checklist with a four-point rating scale.  
 
Two further pilots were done with subsequent revisions of the grading rubric and checklist. 
Appendix XIV provides details of the problems identified and adjustments made after pilots 
1-6. In pilots 5 and 6, four rating categories were used, but the IRR deteriorated further to 6 
and 7 items respectively with less than satisfactory values. At this point, two international 















the rating scale was decreased to two options (yes/no) (A. McCluskey, PhD, email 
communication, 31 July 2008), and items were made more specific by including only one 
criterion (M. Law, PhD, email communication, 25 August 2008). For example, to score a 
‘yes’, a goal had to be documented but did not have to be measurable. The final checklist 
contained 10 items rated on a two-point scale with a ‘not applicable’ option to ensure total 
scores were calculated fairly.  
 
6.4.2.1 Inter-rater reliability 
IRR values for the 10-item audit checklist are depicted in Table 45 with unsatisfactory values 
indicated in bold italics. A three-point rating scale was used for pilots 5 and 6 and a 
dichotomous scale for pilots 7 and 8. Reducing the rating scale to two options improved the 
IRR to at least 0.60 for all items except item 5 which remained unacceptably low (kappa=-
0.15, p=0.701). 
 
Table 45: Inter-rater reliability for the 10-item audit checklist 
Item 
no 
Item 3-point rating scale 2-point rating scale Strength of 
agreement 
for pilot 8   Pilot 5 Pilot 6 Pilot 7 Pilot 8 




































































7 Monitoring changes in client’s 










8 Monitoring changes in client’s 














































Differences between baseline and 12-week scores for the total OTEBP trial sample were not 
significant (T=244.5, Z=1.8, p=0.07). The mean total audit change score was 4.6 points 
(SD=14.2, 95% CI: 12.0-18.8) on the nine-point scale (after dropping item 5). The effect size 
was small (d=0.3) for the overall sample (refer to Table 46). 






Mean change (SD) 95% CI for SD Effect size* 
Total score 40.2 (12.3) 44.7 (14.2) 4.6 (14.6) 12.0-18.8 0.3 
* Calculated using mean change score divided by the standard deviation of the change score
6.5 Discussion
Findings from the reliability and validity studies for the questionnaire and audit checklist are
discussed with reference to the literature and the suitability of the instruments for the 
OTEBP trial is examined.
6.5.1 Psychometric properties of the questionnaire
The completion time of 23.5 minutes was acceptable in terms of the burden placed on
participants. The median time period of seven days for test-retest reliability was acceptable 
for minimising recall (Streiner and Norman, 2008). To ensure that the questionnaire was
user-friendly, easy to complete and that missing data was minimised, item formats were
revised and consisted of tick boxes or circling of responses. There were also some open-
ended questions. The questionnaire design was consistent in its format and appearance 
(Hosking et al., 1995). To reduce the amount of missing data for items 10-19, a research
assistant would check questionnaires for completeness when collecting them from 
participants. Reliability and validity of each instrument in the questionnaire are reported in 
















Test-retest reliability for total SAFT scores was excellent with individual items ranging 
between good and excellent. These results indicates a high level of confidence that changes 
detected can be attributed to the intervention rather than measurement error (DePoy and 
Gitlin, 2005, Jerosch-Herold, 2005, McDowell, 2006, Streiner and Norman, 2008). The 
question on sources of evidence had the lowest test-retest reliability and wide confidence 
intervals. This may have been due to a problem with the wording; participants were asked 
to select the sources of evidence they would use rather than all the possible sources they 
could use to find an answer to the PICO question. This may have caused participants to 
change their minds at the two completion times or to report only the sources they would 
actually use.  
 
IRR for total SAFT scores and individual items was excellent indicating little variability 
between raters. The narrow confidence intervals indicate high precision in scoring between 
raters (Jerosch-Herold, 2005). These results compare favourably with the total AFT scores 
obtained by McCluskey and Bishop (2009), although the SAFT is a considerably shorter and 
simplified test. The SAFT only measures aspects of the first three steps of the EBP process 
and does not assess appraisal, application of evidence and evaluation of practice. This was 
done to accommodate the anticipated level of EBP knowledge of occupational therapists in 
SA revealed in the survey reported in Chapter 4.  
 
The SAFT was responsive to measuring change in knowledge with an overall mean change of 
6.2 points on the 30-point scale. The large effect sizes for the total SAFT score and the PICO 
question indicate their sensitivity in detecting change over time. The other two items had 
smaller effect sizes. The reason for the small effect size for ‘sources of information’ is 
probably related to the phrasing of the question as explained above. This only became 
evident after the OTEBP trial, so the item was not changed for the trial. It is, however, 
recommended that it is changed for future studies. Effect sizes for the total SAFT score and 
PICO question compare favourably with those of the AFT (0.8 respectively) (McCluskey and 
Bishop, 2009). As the scenarios, wording and scoring of the PICO question were largely 
















Although the SAFT assesses only aspects of the first three steps of the EBP process, it is 
useful for groups in the early stages of learning about EBP. It may therefore be more 
applicable in other middle- and low-income countries where EBP is still a relatively new 
concept. Once a group has received some EBP training the AFT should be used to measure 
improvements in EBP knowledge and skill. 
 
6.5.1.2 Modified KABQ 
Of the six items that were removed, three measured personal application and use of EBP as 
revealed in the factor analysis conducted by Johnston et al (2003). The remaining three 
items were not included in any of the factors they identified. Factor analysis of the modified 
KABQ revealed six factors: knowledge (one factor), attitudes (three separate factors) and 
behaviour (two separate factors). This finding differs from that of Johnston et al (2003) who 
identified four factors (knowledge, attitudes, personal application and use, and future use of 
EBP). The modified KABQ knowledge sub-scale included all items identified by Johnston et al 
and a further two items (items 23 and 25). Most of the attitude sub-scale items identified by 
Johnston et al were included in the negative attitude sub-scale of the modified KABQ. The 
sub-scale structure for the remaining two attitude factors and the two behaviour factors 
differed from those of Johnston et al. Despite differences in the factor structure between 
the original and modified versions of the KABQ, both instruments measure attributes of EBP 
knowledge, attitudes and behaviour.  
 
Deciding to change the rating scale from a six-point to a five-point scale for 19 items was 
based on a concern that participants may have experienced difficulties determining the 
difference between ‘agree’/‘slightly agree’ and ‘disagree’/‘slightly disagree’. According to 
Streiner and Norman (2008), words used on adjectival scales may carry different meanings 
to people and can therefore be a source of measurement error. Reducing the scale to five 
points was partially motivated by an attempt to improve the accuracy of responses. Another 
consideration was that an odd number of categories would allow participants to express ‘no 
opinion’ whereas the even number of options in the original KABQ forces participants to 















fairly new topic to many therapists in the study population, it seemed desirable to have a 
neutral position to distinguish between participants who favoured EBP or not and those 
who could perhaps be ‘won over’. 
 
Of the 44 categorical items in the modified KABQ, most had at least fair-to-moderate test-
retest reliability. Only nine items had ICCs of less than 0.41 indicating poor test-retest 
reliability (Cicchetti and Sparrow, 1981). Confidence intervals for all items were generally 
wide probably due to the small sample used for the pilot. Of the 11 dichotomous items, 
seven had almost perfect or substantial test-retest reliability, three had moderate and one 
had fair reliability (Landis and Koch, 1977). It can therefore be concluded that the modified 
KABQ had adequate stability. A test-retest pilot study of a modified version of the KABQ for 
rehabilitation professionals summed responses on the positive and negative sides of the 
scale and calculated ICCs to determine test-retest reliability (MacDermid et al., 2006). 
Findings indicated that test-retest reliability for the sum of positive items65 was high 
(ICC=0.92) and reasonable for the sum of negative items66 (ICC=0.53).  
 
6.5.1.3 FATQ 
Items had at least moderate test-retest reliability indicating adequate ability to detect 
changes in perceptions related to support for EBP over a period of more than seven days. 
 
6.5.1.4 RCCPS 
The strong test-retest reliability (ICC=0.93, 95% CI: 0.83-0.97) (Cicchetti and Sparrow, 1981) 
was higher than that obtained for the original RCCPS (ICC= 0.79) (MacDermid et al., 2006). 
Modifications made for the OTEBP trial and the fact that MacDermid et al conducted their 
study online may have influenced the results.  
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6.5.2 Psychometric properties of the audit checklist 
6.5.2.1 Inter-rater reliability 
Strategies employed to increase IRR included consistent raters who were trained for the 
purpose, and use of a specially-devised grading rubric for scoring records (Hosking et al., 
1995). Difficulties in obtaining satisfactory IRR resulted in reducing the three-point scale to 
two points. According to Streiner and Norman (2008, p 30) dichotomising response options 
is a ‘common error when using categorical questions’ because attitudes and behaviours may 
lie on a continuum; therefore reducing response options to ‘yes’ or ‘no’ may result in a loss 
of information and lower reliability (Streiner and Norman, 2008). The lack of agreement 
between the two raters in the pilot studies forced the decision to reduce the response 
options to two which did lead to improved IRR. According to Landis and Koch’s (1977) 
classification for kappa, seven of the 10 items had substantial to almost perfect reliability 
while two had moderate reliability. Goulet et al (2007) stated that the complexities of 
conducting chart audits are likely to make achieving IRR of greater than 0.80 impossible and 
suggested that a coefficient in the vicinity of 0.60 was more reasonable. Using this 
recommendation, nine of the 10 checklist items achieved an IRR of at least 0.60 indicating 
reasonable agreement. As item 5 had poor reliability, it was discarded. 
 
6.5.2.2 Responsiveness 
The effect size for the audit checklist was small (0.3) which may indicate poor sensitivity in 
detecting change (Cohen, 1992). This was anticipated considering that a dichotomous scale 
was used which limited the categories for displaying small changes in participants’ record 
keeping as a result of the intervention. Using a dichotomous scale also predisposes the 
instrument to displaying ceiling-and- floor effects with the resulting possibility that 
improvements (or deteriorations) in performance at the top and bottom ends of the scale 
may not be detected (Jerosch-Herold, 2005). Alternatively, there may have been minimal or 
















6.5.3 Suitability of the instruments for the OTEBP trial 
Details of the constructs, type of assessment and type of scale for each instrument are 
shown in Table 47. The instruments measured all the attributes required for evaluating 
learner outcomes for EBP educational interventions(Nabulsi et al., 2007). The questionnaire 
demonstrated satisfactory reliability and validity while the audit checklist had satisfactory 
IRR but poor responsiveness. Consequently, the questionnaire was expected to detect 
change in participants but the audit checklist was anticipated to provide only a crude 
indication of changes occurring due to the intervention.  
 
Table 47: Constructs measured and types of items for each instrument 
Construct Type of assessment Assessment name No. of items Type of scale 
Knowledge Objective  SAFT 7 Score between 0 and 30 
 KABQ 6 Five-point Likert scale 
Subjective  KABQ 1 Five-point Likert scale 
Attitudes Subjective  KABQ 1 Continuous scale 
 KABQ  15 Five-point Likert scale 
 KABQ 4 Dichotomous scale 
 RCCPS 1 Five-point adjectival scale 
Behaviour Subjective  KABQ 18 Five-point Likert scale 
 KABQ  5 Continuous scale 
 KAQ  
 KABQ  
 FATQ 
8 Dichotomous scale 
 KABQ  2 Tick boxes (select all that apply) 
Objective  Audit checklist 9 Dichotomous scale 
 
Drawing on participants for pilot studies who are relatively similar to the intended study 
participants is essential for ensuring that data collection instruments work and that 
problems are identified before they are used (Boynton, 2004). Validity and reliability of 
instruments should be tested with a representative sample to enable generalisations to be 
made about the instruments for the target population (Hosking et al., 1995, Jerosch-Herold, 
2005). Participants in the second pilot study for the questionnaire appeared to be similar in 
demographic and practice characteristics to the national sample reported in chapter 3. The 
audit checklist was tested on records of participants who would be recruited for the OTEBP 
trial, although from a different time period, to ensure that samples of records were similar 
to those to be audited in the trial. The samples used for the pilot studies were sufficiently 















6.5.4 Final instruments 
6.5.4.1 Baseline and 12-week questionnaires 
The baseline questionnaire (available in Appendix XI) contained three sections: 
Demographic information 
Factors supporting or hindering the implementation of EBP 
Evidence-based practice knowledge, attitudes and behaviour: consisting of modifications 
of the KABQ (Johnston et al., 2003), KAQ (MacDermid et al., 2010, MacDermid et al., 
2006), AFT (McCluskey and Bishop, 2009) and RCCPS (MacDermid et al., 2010, 
MacDermid et al., 2006).  
Details of the format and construction of the baseline questionnaire are shown in Table 48.
Table 48: Format and construction of the final baseline questionnaire
Section of questionnaire Name of instrument Attributes measured Level of measurement 
Demographic and 
practice characteristics 
SA EBP questionnaire (chapter 3)
FATQ (MacDermid et al., 2006)
Questionnaire developed by
Bennett et al (2003b)
Individual descriptive and practice
characteristics
Binary, nominal and 
continuous 
Factors supporting or 
hindering the use EBP 
FATQ (MacDermid et al., 2006)
KAQ (Law et al., 2007,
MacDermid et al., 2006, Pain et
al., 2004)
Access to technology 
Use of sources for finding evidence 
Binary 
EBP knowledge, attitudes 
and behaviour 
Modified KABQ (Johnston et al., 
2003, MacDermid et al., 2006)
Knowledge, attitudes and behaviour  Binary, nominal, 
ordinal & continuous 
Shortened AFT (McCluskey and
Bishop, 2009, McCluskey and
Lovarini, 2005)
Knowledge and skill in writing a PICO 
question, identifying sources of evidence, 
and determining the most suitable study 
design to answer a PICO question 
Continuous 
RCCPS (MacDermid et al., 2006) Readiness to implement EBP Ordinal 
For the 12-week questionnaire items containing demographic and practice information and 
availability of different resources for EBP (items 1-19) were removed from the baseline 
questionnaire. The remaining items were retained and two new scenarios, based on the 
content of the intervention described in chapter 8, were included in the SAFT. Two 
questions about potential barriers to EBP were added. The 12-week questionnaire is 
















Table 49 shows the constructs measured in the baseline and 12-week questionnaires with 
their item numbers and original sources. 
 
Table 49: Constructs measured in the questionnaire 
Construct Item no. in baseline 
questionnaire 
Item no. in 12-week 
questionnaire 

















AFT (McCluskey and Bishop, 2009, 
McCluskey and Lovarini, 2005) 
KABQ (Johnston et al., 2003) 
  “ 
Attitudes 30, 51-65, 67 
75-77 
78 
11, 32-46, 48-49 
50-52 
55 
KABQ (Johnston et al., 2003) 
FATQ (MacDermid et al., 2006) 
RCCPS (MacDermid et al., 2006) 
Behaviour 
Sources of information used 
 
Self-reported behaviour 
Preferred future format 
Reasons for not using EBP 
















KAQ (MacDermid et al., 2006, Pain et 
al., 2004) 
KABQ (Johnston et al., 2003) 
  “ 
  “  
McCluskey (2003b) 
 
6.5.4.2 Audit checklist 
The final nine-item audit checklist and grading rubric are available in Appendix XVI and XVIII. 
 
6.6 Conclusion 
Instruments measuring the three learner domains described by Nabulsi et al (2007) were 
selected based on their applicability to the study participants, availability and ease of use, 
and good psychometric properties. They tested attitudes towards EBP, intentions to use it 
and EBP knowledge, skills and behaviour. The psychometric properties of the instruments 
were tested prior to their use in the OTEBP trial.  
 
The questionnaire was a self-report consisting of descriptive items and five existing 
instruments measuring different aspects of EBP learner outcomes. The median completion 
time was 23.5 minutes. Revisions were made based on focus group findings to improve face 
validity and clinical utility. The SAFT demonstrated excellent test-retest reliability and good 
to excellent IRR. The overall mean change on total SAFT scores was 6.2 points on the 30-
point scale. The effect size for the SAFT total score was large showing its ability to detect 
clinically important change over time. Factor analysis of the KABQ revealed that knowledge 















factors. Test-retest reliability for the KABQ was at least fair apart from items measuring two 
attitude factors (positive and negative attitudes to EBP). Test-retest reliability was moderate 
to substantial for the FATQ and excellent for the RCCPS.  
 
The audit checklist was based on several audit instruments used in previous studies. 
Achieving an acceptable IRR for the audit checklist was challenging but after eight pilots, and 
reducing the rating categories to two, IRR ranged from substantial to perfect for 9 of the 10 
items. Item 5 was excluded due to poor IRR (kappa=-0.154, p=0.701). Responsiveness for 
the nine-item audit checklist was small at 0.3. This could indicate that the intervention did 
not result in any change or alternatively that the change was not clinically significant.  
 
Overall, the instruments measured all necessary learner outcomes for evaluating an EBP 
educational intervention and were sufficiently robust for measuring the outcomes of the 















Chapter 7: Literature review - Randomised controlled trials 
 
7.1 About this chapter 
This chapter identifies the contribution of RCTs to scientific evidence and specifically to 
occupational therapy practice. Two approaches to RCTs, namely explanatory and pragmatic 
trials, are outlined and the differences between them explained. The components for 
conducting a high quality RCT are described and methods for assessing risk of bias are 
discussed. Lastly, the limitations of RCTs will be highlighted. 
 
7.2 Randomised controlled trails (RCTs) 
Randomised controlled trials (RCTs) are considered to be the best design for determining 
the effectiveness of an intervention, (Juni et al., 2001, Moher et al., 2010, Schulz et al., 
2010) because they are more likely to provide accurate information about whether an 
intervention does more good than harm (Sackett, 1997, Sackett et al., 1996). For this 
reason, RCTs are ranked top of the hierarchy of evidence being second only to systematic 
reviews of RCTs (Centre for Evidence-based Medicine, 2011). Hierarchies of evidence ‘rank 
research according to its validity’ and ‘aid the interpretation and evaluation of research 
findings’ (Evans, 2003, p 78). The content of The Cochrane Library bears testimony to the 
strong reliance on RCTs to demonstrate effectiveness in health care. 
 
In occupational therapy, Lloyd-Smith (1997) advocated that, considering their prestigious 
status, RCTs should be used more frequently to improve the profile of the profession. Holm 
(2000) similarly promoted the production of level I evidence, which depends on well-
designed RCTs, to demonstrate the efficacy and effectiveness of occupational therapy 
interventions. To advance EBOT, practitioners must become knowledgeable about RCTs and 
researchers need to develop expertise in conducting trials so that the necessary evidence 
can be generated (Nelson and Mathiowetz, 2004). Achieving these goals requires a sound 
understanding of the specific design features of RCTs. These features reduce the chances 
that factors other than the intervention may influence the outcomes thereby producing 















addition to understanding the features of trials, occupational therapists need to be 
knowledgeable about the different approaches that can be used so they are equipped to 
draw appropriate conclusions for each. 
 
7.2 Different types of trials: pragmatic versus explanatory 
According to Schwartz and Lellouch (1967) there are essentially two approaches to 
designing trials, explanatory and pragmatic. Explanatory trials aim at understanding and 
measuring whether an intervention is beneficial in ideal conditions (‘efficacy’), while 
pragmatic trials aim at reaching a decision and measuring the benefits of an intervention in 
routine, everyday practice (‘effectiveness’) (Godwin et al., 2003, MacPherson, 2004, Roland 
and Torgerson, 1998, Schwartz and Lellouch, 1967). The differences between explanatory 
and pragmatic trials as described by various authors (Godwin et al., 2003, MacPherson, 
2004, Roland and Torgerson, 1998, Schwartz and Lellouch, 1967) are captured in Table 50.  
 
Table 50: Key differences informing explanatory and pragmatic attitudes in trials (Godwin et al., 2003, 
MacPherson, 2004, Roland and Torgerson, 1998, Schwartz and Lellouch, 1967) 
Criterion Explanatory trial Pragmatic trial 
Purpose  Evaluate efficacy  Evaluate effectiveness 
Setting Experimental Routine 
Comparison Intervention usually compared with a placebo Intervention usually compared with another 
intervention, both having similar chances of success 
Exclusion criteria Clear and often detailed Kept to a minimum 
Participants As homogeneous as possible Representative of the population to reflect variation 
as it occurs in real practice 
Generalisability Participants often carefully selected so results are 
less generalisable to the population 
Represent participants in real settings so results are 
more generalisable  
Intervention Standardised and simple Routine, complex and flexible 
Sample size  Smaller sample sizes may be used Larger sample sizes due to heterogeneity of 
participants 
Blinding Blinding of assessors, participants and researcher Assessor is blinded but blinding of participants and 
researcher not always possible 
Outcomes Often use intermediate outcomes, e.g. reduced blood 
pressure 
Primary outcome relevant to everyday life to 
represent the full range of benefits from the 
intervention, e.g. improved quality of life 
Analysis Analysed in the group to which they were allocated 
(ITT) 
Analysed in the group to which they were allocated 
(ITT) 
Follow-up  Usually short-term follow-up Often long-term follow-up 
Withdrawal rate Strict selection criteria to reduce the withdrawal rate Withdrawals are acceptable 
 
Although pragmatic and explanatory trials have different distinguishing features, 
Zwarenstein et al (2008) advocated that they be viewed along a continuum rather than as a 
dichotomy. Due to fundamental differences in the two approaches, different conclusions 
may be reached because an intervention that works in an ‘ideal’ setting where extraneous 















1998). It is therefore important for health practitioners to understand the two trial 
approaches so they can judge the relevance of the results to their own practice (Roland and 
Torgerson, 1998).  
 
An important characteristic of pragmatic trials is that interventions are ‘flexibly defined and 
“absorb” into themselves the contexts in which they are administered’ (Schwartz and 
Lellouch, 1967, p 638). This characteristic makes pragmatic trials a suitable design for 
producing evidence for healthcare services. The purpose of pragmatic trials ‘is to inform 
decisions about practice’ (Zwarenstein et al., 2008, p 1). In this respect, well-designed 
pragmatic trials are said to be the best design for determining the overall effectiveness of an 
intervention (Godwin et al., 2003) and thereby enable practitioners and patients to select 
the most appropriate intervention option (MacPherson, 2004). The need for both 
purchasers and providers of healthcare to base decisions about the service delivery on 
evidence has resulted in an increased focus on pragmatic trials (Roland and Torgerson, 
1998). It therefore follows that pragmatic trials enable the most effective use of limited 
healthcare resources (MacPherson, 2004).  
 
A limitation of pragmatic trials is that it is impossible to determine which component in the 
intervention may have been beneficial as the total package is evaluated (MacPherson, 
2004). More resources may also be required to accommodate the larger sample sizes to 
allow:  
 Inclusion of a broader, more diverse group of participants which may reduce the 
treatment effects; and 
 Longer follow up periods which may lead to higher dropout rates (MacPherson, 2004).  
 
Although the lack of blinding of participants and researchers results in lower internal 
validity, pragmatic trials are better able to generalise to ‘normal’ settings and therefore 
have higher external validity (MacPherson, 2004). According to Godwin et al (2003), creating 
a balance between external validity (generalisability) and internal validity (accuracy) is 
critical. A potential danger in pragmatic trials is compromising internal validity to achieve 














validity (Godwin et al., 2003). As blinding is often not feasible, data collection and analysis, 
which can usually be blinded, must be blinded wherever possible (Godwin et al., 2003). 
Strategies to obtain generalisability include keeping exclusion criteria to a minimum and 
enabling a large degree of freedom to make choices about the provision of the intervention 
(Godwin et al., 2003).  
7.3 Evaluating trial quality
The validity of a trial is central in assessing its quality (Juni et al., 2001). Internal validity 
refers to the extent to which systematic error (bias) is minimised, while external validity 
relates to the extent to which the findings of a trial ‘provide a correct basis for
generalization to other circumstances’ (Juni et al., 2001, p 42). Internal validity is threatened
by four categories of bias, namely selection bias, performance bias, detection bias and
attrition bias (Juni et al., 2001). External validity relies on judging the extent to which the
characteristics of participants, the setting, the intervention and the outcomes assessed are
similar to those in which the results will be applied (Juni et al., 2001). Any problems in the 
design and execution of a study will raise questions about the validity of the results (Higgins 
and Altman, 2008). Accurate appraisal of quality is only possible ‘if the design, conduct, and
analysis of RCTs are thoroughly and accurately described…’ (Moher et al., 2010). The 
argument supporting this statement is that inadequately reported trials may be given credit
when in fact the results are biased (Moher et al., 2010). In response to this concern, the 
CONSORT statement (Moher et al., 2010, Schulz and Grimes, 2002b) and its extension for 
pragmatic trials (Zwarenstein et al., 2008) were developed to assist researchers to capture 
all important details of their trial (Moher et al., 2010). CONSORT provides a framework for 
writers and reviewers to assess reports of two-group parallel design RCTs and consists of
items that are ‘deemed absolutely fundamental to reporting a randomised controlled trial’
(Schulz et al., 2010, p 340). The CONSORT statement comprises a checklist of 25 items that
must be included when reporting a RCT (Moher et al., 2010, Schulz et al., 2010). In addition, 
RCTs should include a diagram reporting the flow of participants through the trial (Moher et
al., 2010, Schulz et al., 2010).
Trials must be conducted rigorously to ensure the results are as close to the truth as 















the truth, the bias inherent in the study needs to be evaluated (Higgins and Altman, 2008). A 
variety of tools for evaluating the quality of studies included in systematic reviews have 
been proposed, most of which are scales with different components that are scored, or 
checklists (Higgins and Altman, 2008). A review of scales and checklists for assessing trial 
quality showed that few ‘defined what is meant by trial quality…’ resulting in a ‘risk that a 
scale purporting to measure trial quality is actually measuring a different construct’ (Moher 
et al., 1995, p 69). As assessments of risk of bias involve some subjectivity, the Cochrane 
Collaboration advised against using scales with summary scores, favouring instead a tool for 
assessing the risks of bias (Higgins and Altman, 2008).  
 
All RCTs included in a Cochrane systematic review are evaluated using a risk of bias table 
(Higgins and Altman, 2008). The Cochrane Collaboration’s risk of bias tool is domain-based 
and involves making a judgement for each domain which is summarised in a risk of bias 
table (Higgins and Altman, 2008). This table captures the extent to which the characteristic 
features of the RCT have been upheld. For parallel group RCTs, the features of interest are 
sequence generation, allocation concealment, blinding, incomplete outcome data and 
selective outcome reporting, and other potential sources of bias (Higgins and Altman, 2008).  
 
7.3.1 Sequence generation 
Randomisation ensures that participants are assigned to an intervention based on chance 
alone and is the main method of minimising selection bias (Roberts and Torgerson, 1998, 
Schulz and Grimes, 2002b). Randomisation ensures that the participant characteristics that 
may influence the outcome are evenly distributed between intervention groups to eliminate 
systematic differences between them (Sibbald and Roland, 1998). As a result, any 
differences can be attributed only to the intervention (Roberts and Torgerson, 1998). An 
important part of the randomisation process is generating an unpredictable allocation 
sequence (Schulz and Grimes, 2002a) which entails using a method that ensures the groups 
are comparable (Higgins and Altman, 2008).  
 
The most common types of randomisation are simple, restricted and stratified 















unpredictable method of assigning participants and is highly effective in preventing 
selection bias (Schulz and Grimes, 2002b). Approaches used in simple randomisation include 
random-number tables, computer-generated random numbers, coin-tossing, dice-throwing 
and previously shuffled cards (Schulz and Grimes, 2002b). Approaches providing an audit 
trail are recommended as they reduce the possibility of altering results compared to manual 
approaches, such as coin-tossing (Schulz and Grimes, 2002b). Greater confidence can be 
placed in a study when the sequence is unpredictable, and reliable and reproducible 
approaches, such as random-number tables and computer-generated sequences, are used 
(Schulz and Grimes, 2002b).  
 
One limitation of simple randomisation is that groups may be imbalanced in size or certain 
variables due to chance (Hewitt and Torgerson, 2006, Roberts and Torgerson, 1998, Schulz 
and Grimes, 2002b). If these variables have a weak relationship to the outcome, the 
differences are unimportant, but if the groups differ on one or more confounding variables, 
the results may be misleading (Hewitt and Torgerson, 2006). This is particularly problematic 
in small trials (Hewitt and Torgerson, 2006, Roberts and Torgerson, 1998). 
 
Restricted randomisation is used to prevent sample size imbalances between groups (Schulz 
and Grimes, 2002b) or imbalances on known confounders between groups (Hewitt and 
Torgerson, 2006). Methods of restricted randomisation include blocking, stratification and 
minimisation. Blocking is the most frequently used method of ensuring equal numbers in 
each group (Roberts and Torgerson, 1998, Schulz and Grimes, 2002b). In this approach, 
participants are divided into subgroups, or blocks, and randomly assigned within each block 
(Stat Trek, 2009). However, imbalances on prognostic factors can occur due to chance even 
with blocking (Roberts and Torgerson, 1998). To prevent imbalances when stratifying, 
blocking must be used to ensure fairly equal numbers are allocated to each group in each 
stratum (Schulz and Grimes, 2002b). A disadvantage of stratification is that it adds 
complexity and introduces the possibility of mistakes (Schulz and Grimes, 2002b). It is 
however, useful in small trials where imbalances on prognostic factors can occur fairly easily 
(Schulz and Grimes, 2002b). Small trials should stratify on only one or two variables to 















should use simple randomisation or large block designs to reduce the predictability of the 
randomisation sequence (Hewitt and Torgerson, 2006). Minimisation is effective for 
achieving similarity between groups on prognostic factors, even in small trials (Hewitt and 
Torgerson, 2006, Roberts and Torgerson, 1998). In minimisation, a running total is kept of 
the number of participants assigned to each group. Subsequent participants are assigned 
according to a weighted randomisation principle that aims to reduce the imbalance 
between the groups (Roberts and Torgerson, 1998).  
 
7.3.2 Allocation concealment 
Allocation concealment, or the extent to which the sequence of allocating participants is 
kept hidden until participants have been assigned to an intervention group, is the second 
important aspect in the randomisation process (Schulz and Grimes, 2002a, Schulz and 
Grimes, 2002b). Lack of allocation concealment in RCTs allows selection bias to be 
introduced (Schulz and Grimes, 2002a, Torgerson and Roberts, 1999). To reduce the risk of 
biased groups of participants it is crucial that the trial allocation procedure is not 
compromised (Schulz and Grimes, 2002a, Torgerson and Roberts, 1999). In fact, without 
adequate allocation concealment, a randomised allocation sequence makes little difference 
because, once a trial has started, researchers may want certain participants to benefit from 
a specific intervention and may alter the allocation of a participant if the sequence can be 
predicted or tampered with in any way (Schulz and Grimes, 2002a). It is therefore vital that 
those recruiting participants to trials are unable to guess or foresee the allocation sequence 
(Higgins and Altman, 2008). To ensure concealment of the allocation sequence, the person 
generating the random sequence should be different from the person enrolling and 
assigning participants (Schulz and Grimes, 2002a). Research has demonstrated that the use 
of distant randomisation procedures that are separate from the people conducting the trial 

















The blinding67 status of all people who may influence the validity of a trial should be 
reported (Moher et al., 2010). Blinding may include participants, healthcare providers, data 
collectors, outcome assessors and data analysts (Moher et al., 2010). Lack of blinding of any 
role players in a trial may introduce bias as a result of having knowledge of the intervention 
assignments (Moher et al., 2010). Accordingly, all steps taken to prevent participants and 
study personnel from knowing which intervention was received, as well as the effectiveness 
thereof, must be reported (Higgins and Altman, 2008). Although lack of blinding of 
participants may influence the response to the intervention received, it is not always 
possible (Moher et al., 2010). In such cases, baseline data should be collected prior to 
randomisation (Godwin et al., 2003). Blinding of participants and providers prevents 
performance bias while blinding of outcome assessors reduces the risk of detection bias 
(Sibbald and Roland, 1998). Blinding of the data analyst can also prevent bias as knowledge 
of intervention assignments may influence the choice of analysis methods thereby 
influencing the results (Moher et al., 2010). To enable a judgement to be made about the 
validity of a trial, authors must state who was blinded regardless of whether it was possible 
or not (Moher et al., 2010).  
 
7.3.4 Incomplete outcome data 
The Cochrane Collaboration stipulates that the completeness of outcome data for each main 
outcome should be reported including attrition and exclusions from the analysis (Higgins 
and Altman, 2008). In addition, numbers in each intervention group should be stated with 
the total number randomised and reasons for attrition or exclusions (Higgins and Altman, 
2008). This information should be recorded in the CONSORT flow diagram (Moher et al., 
2010, Schulz et al., 2010). The advantages of random assignment are maintained if analysis 
is based on the intervention group to which participants were allocated (intention-to-treat 
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 While the term ‘blinding’ is considered to be inappropriate by some, particularly in the field of 
ophthalmology, its long history and wide international usage support its continued use (Schulz et al., 2007). As 
it is the predominant term used in CONSORT (Moher et al., 2010, Schulz et al., 2010), the term ‘blinding’ rather 















analysis (ITT)), regardless of whether they received the intervention, were compliant or 
withdrew from the study (Moher et al., 2010, Sibbald and Roland, 1998). The argument for 
this approach is that participants who failed to comply with the intervention may differ in an 
important way from those who did (Mahaniah and Rao, 2004) and that by excluding them 
the effects of the intervention may be over-estimated (Moher et al., 2010). The three 
principles of ITT are keeping participants in the groups to which they were allocated, 
obtaining outcome data for all participants and including all participants in the analysis 
(Higgins et al., 2008). Full application of ITT analysis can only be done when outcome data is 
complete for all randomised participants (Moher et al., 2010). As a certain number of 
participants is likely to be lost to follow up, rigorous studies must include a per-protocol 
analysis in addition to an ITT analysis (Schoenfeld, 2005). A per-protocol analysis includes 
only participants who completed the trial in the final data analysis and therefore provides 
the best case scenario68 about the effectiveness of an intervention (Moher et al., 2010, 
Schoenfeld, 2005). 
 
Research reports are more likely to include only the outcomes that were significant (Higgins 
and Altman, 2008). Reporting only significant outcomes, or selective reporting bias, affects 
the reliability of the study results (Higgins and Altman, 2008). In order to avoid this type of 
bias, all important study outcomes must be documented (Higgins and Altman, 2008). By 
stipulating that the results for each primary and secondary outcome listed in the protocol 
are reported per group, CONSORT guards against reporting only significant outcomes 
(Moher et al., 2010, Schulz et al., 2010). 
 
7.3.5 Other potential sources of bias 
Strategies to prevent or minimise other potential sources of bias that could affect the 
validity of a study  should be considered when planning a trial (Higgins and Altman, 2008). 
For example, a strategy for minimising performance bias would be to ensure participants 
are treated equally apart from the intervention under investigation. This strategy provides 
assurance that other factors are unlikely to have contributed to the outcome (Juni et al., 
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2001, Sibbald and Roland, 1998). Deviations from the study protocol and/or differences in 
numbers and reasons for participants being lost to follow-up should be reported to enable 
evaluation of attrition bias (Juni et al., 2001). A further example is reporting of early 
stopping. A systematic review of RCTs that were stopped early for benefit found that the 
relevant information associated with early stopping was often not reported (Montori et al., 
2005). The review reported that trials stopped early frequently reported unusually high 
treatment effects (Montori et al., 2005). Consequently, readers have been cautioned against 
unquestioningly accepting the findings of such trials (Moher et al., 2010). 
7.4 Limitations of RCTs
Although RCTs have particular strengths, several issues related to applying their findings to
practice have been raised in occupational therapy literature (Ballinger and Wiles, 2001, 
Hyde, 2004). Firstly, difficulties interpreting the results can make applying the findings 
challenging. One problem is that statistically insignificant results may occur if the 
intervention is ineffective or because the sample size is insufficient (Ballinger and Wiles,
2001). Additional predicaments are that statistically significant results are not necessarily 
clinically important (Ballinger and Wiles, 2001), and trials producing conflicting evidence
(Hyde, 2004) can confuse therapists regarding implementing the intervention. 
Secondly, narrow exclusion criteria may eliminate participants with more complex problems 
who are often the recipients of occupational therapy services (Ballinger and Wiles, 2001). 
Attempts to achieve homogeneity among participants may result in the findings being less
applicable to occupational therapy clients who often have multiple or complex problems 
(Hyde, 2004) thereby decreasing the external validity of the study findings. In addition,
contextual and environmental differences in practice settings makes applying study findings
challenging across different contexts (Reagon et al., 2008). One possible solution is to
conduct more pragmatic trials, as these are carried out in ‘real’ settings, test routine, 
complex and flexible interventions, and have wide eligibility criteria which enable findings to
be more generalisable (Godwin et al., 2003, MacPherson, 2004, Roland and Torgerson,















Thirdly, insufficient description of interventions makes replication difficult (Ballinger and 
Wiles, 2001). This concern is not unique to occupational therapy and has been addressed 
through the CONSORT statement (Moher et al., 2010, Schulz et al., 2010) which stipulates 
that sufficient detail be given to allow the intervention to be replicated (Moher et al., 2010, 
Zwarenstein et al., 2008). More than 50% of journals listed in Pubmed, including three 
occupational therapy journals69, endorse CONSORT for reporting RCTs (The CONSORT 
Group, 2010). This move will make it easier for occupational therapists to replicate the 




This chapter confirms that the best design for demonstrating the effectiveness of 
interventions is the RCT. Two approaches to trials were discussed and pragmatic trials were 
shown to be particularly useful for determining the effectiveness of an intervention in 
routine, real life settings. To produce evidence for interventions, researchers must apply the 
specific design features of RCTs described in this chapter. These features contribute to the 
internal validity of a study and reduce the risk of bias. Trials should be reported according to 
CONSORT so they can be appraised accurately and their findings applied in practice. To 
assess risk of bias the Cochrane Collaboration risk of bias table is recommended.  
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Chapter 8: Study 3 - A pilot RCT of the effectiveness of an 
interactive compared to a didactic educational intervention 
in improving EBP knowledge 
 
8.1 About this chapter 
This chapter begins by reviewing interventions for improving EBP knowledge and behaviour. 
The rationale for the study, research hypothesis, aims and objectives are outlined and a 
detailed description of the methodology provided. Results are presented and discussed with 
reference to the literature. The chapter concludes with a summary of the findings and their 
implications. The trial is reported in accordance with CONSORT 2010 (Moher et al., 2010, 
Schulz et al., 2010) to make appraisal and interpretation of the findings easier. Appreciating 
the complexity of pragmatic interventions and the detail required for enabling replication 
(MacPherson, 2004), the extension for reporting pragmatic trials was used to supplement 
CONSORT 2010 (Zwarenstein et al., 2008). The CONSORT checklist for the trial is included in 
Appendix XIX.  
 
8.2 Literature review 
8.2.1 Review of interventions for increasing EBP knowledge and practice 
Appreciating the importance of evidence from systematic reviews in designing the trial 
(Clarke et al., 2007), a search was conducted of The Cochrane Library to identify systematic 
reviews on interventions for improving professional practice. Seven potential interventions 
were identified and are summarised in Table 51. Where possible, the total number of 
participants for studies included in each review is shown. Where the number of individuals 















Table 51: Summary of systematic reviews of interventions to improve professional practice 




N Professional group (no. of 
studies) 
Setting Country Results 




1 RCT 44 Doctors Hospital-based US Improved knowledge but not known if decision-
making or patient outcomes affected. As only one 
















Mixed providers (14) 
Clinic (6) 
General or community practice 
(59) 
 Dentistry practice (1) 
Health/teaching unit (2)  
Hospitals (30) 
Nursing facility (1) 
Pharmacy (2) 















Small to moderate effects in improving professional 
practice. More likely to be effective if baseline 
performance is poorly aligned with recommended 












Physicians, nurse & 
midwives (1) 
Hospitals (8) 
Out-patient clinics (4) 
Canada (2) 
China (Hong Kong 
(1) 
US (9) 
Moderate evidence of effectiveness of opinion 
leaders in promoting the uptake of evidence. Unclear 
whether the effects apply in settings other than 
hospitals, whether formal or informal strategies are 
more effective and whether LOLs have specific 











Primary care physicians or 
teams (53) 
Physicians, nurses, nursing 
assistants & other 
professionals (10) 
Pharmacists & counter 
attendants (2) 
Generic health care 
workers (2) 
Dentists (1) 
Community settings (57) 
Hospitals (7) 









Consistent but small changes in prescribing 
behaviour. Effects for other types of professional 
behaviours varied from small to moderate. Unknown 
whether changes are maintained or 
improve/deteriorate over time. 
  
                                                     
70 Number of individuals reported for 88 studies and number of facilities for 26. Numbers not reported for 4 studies. 
71 Number of individuals reported for 2 studies and number of facilities reported for 11. One study reported only the number of communities involved and is therefore not included. 



















N Professional group (no. of 
studies) 
Setting Country Results 





23 RCT (12) 
CBA73 (1)  
ITSA74 (10) 
493 General practitioners (GPs) 
(5) 
Mental health clinicians (1) 












Slight improvement in process outcomes, but not 
patient outcomes compared to no intervention. 
Insufficient evidence on extent of improvement 
compared with other interventions. Little evidence 
on how to optimise use of PEMs. 
Forsetlund 









Mixed providers (18) 
General practice (43) 














New Zealand (1) 
Norway (3) 
Peru (1) 
South Africa (2) 
Spain (1) 






Small to moderate improvements in professional 
practice. Interactive interventions seemed most 
effective but unlikely to change complex behaviours. 
No significant differences in multi-facetted 
interventions compared to educational meetings 
alone. Inconclusive evidence about the effectiveness 
of educational meetings compared with other 
interventions but likely to be similar to interventions 
such as educational outreach and audit and 
feedback. 




26 RCT 428076 GPs or physicians (16) 
Nurses (2) 





Primary care or community 
facility (15),  
Hospital or specialist care (7) 
Community & hospital facilities 
(3) 









Tailored interventions can change professional 
practice but insufficient evidence on most effective 
methods. Cost-effectiveness of tailored interventions 
unknown compared to other interventions. 
Reasonable to implement low cost tailored 
interventions. 
                                                     
73 Controlled before and after study 
74 Interrupted time series analysis 
75 Excludes 16 studies which did not include the number of participants. Three studies reported approximate numbers. 














Each intervention was considered for guiding a trial of an intervention for improving EBP 
knowledge, attitudes and behaviour in occupational therapists. Interventions that lacked evidence 
of effectiveness and relevance to occupational therapists were discarded as reported below: 
Opinion leaders: although there is moderate evidence of the effectiveness of opinion leaders 
in changing doctors’ behaviour, the generalisability of these findings to settings other than
hospitals, and to other professionals, is uncertain. It is also unknown whether opinion leaders 
have specific personality traits, what they do and how they do it (Doumit et al., 2007). 
Tailored interventions: the review focused on interventions to overcome barriers to change. 
The authors concluded that the effectiveness of this intervention is uncertain and that further 
research is needed (Baker et al., 2010).
Teaching critical appraisal skills: the review included one study involving doctors in the US.
Although knowledge of critical appraisal skills improved significantly in the intervention group, 
the evidence was weak and conclusions about generalisability could not be drawn (Parkes et
al., 2001). Additionally, as recommended by Dawes et al (2005), the focus of the intervention
in the OTEBP trial was not only on critical appraisal and the outcomes of interest were 
knowledge, attitudes and behaviour rather than knowledge alone.
Printed educational materials: there were slight improvements in behaviour (such as x-ray 
requests and prescribing) when compared to no intervention but effectiveness compared to
other interventions could not be established (Farmer et al., 2008).
Audit and feedback: effects on behaviour were variable ranging from small to moderate 
improvement (Jamtvedt et al., 2006). As occupational therapists in SA have not been exposed
to audits, and therefore giving feedback on performance may have been perceived as
threatening resulting in low participation in the study. It would have been too labour-intensive, 
costly and impractical considering the number of sites and the time-frames involved.
Educational outreach visits (EOVs): used mainly to change prescribing and effects for other 
behaviours varied from small to moderate (O'Brien et al., 2007). Multi-facetted interventions 
showed slightly larger effects than EOVs alone but there was no clarity about the contribution 
of the EOV component to the overall intervention, the number of EOVs required and the long-
















The most recent Cochrane review on continuing education sessions concluded that ‘educational 
meetings can result in small to moderate improvements in professional practice’ (Forsetlund et al., 
2009, p15). Although didactic interventions could change practice, those with at least some 
interaction seemed to be most effective but it was unlikely that complex practice behaviours 
would be improved (Forsetlund et al., 2009). There were no significant differences between multi-
facetted interventions compared to educational meetings alone. No conclusions could be drawn 
about the effectiveness of educational meetings compared with other interventions (Forsetlund et 
al., 2009). The review concluded that educational meetings were likely to be as effective as 
interventions such as educational outreach and audit and feedback (Forsetlund et al., 2009).  
 
The majority of studies included in the review by Forsetlund et al (2009) included physicians or 
nurses. There was one study of physiotherapists but none of occupational therapists. Studies were 
based predominantly in North America or Europe (N=66) with only four conducted in Africa, of 
which two were in SA (Forsetlund et al., 2009). The review was limited by the inadequate 
descriptions of the interventions. The reviewers therefore stressed the importance of giving 
detailed descriptions of interventions including the proportion of the target audience who 
attended, size of groups, length and number of sessions, teaching techniques, and inclusion of 
skills practice (Forsetlund et al., 2009). A recommendation for future research was to investigate 
comparisons between different types of education, such as group sizes, number of sessions and 
length of follow-up (Forsetlund et al., 2009). Strategies such as using mixed interactive and 
didactic formats and focusing on outcomes that participants perceived as important were 
suggested to increase attendance at educational sessions thereby possibly also increase their 
effectiveness (Forsetlund et al., 2009). 
 
8.2.2 Content of the educational interventions 
Studies including educational interventions designed to improve EBP knowledge, attitudes and 
behaviour were sought to guide the intervention. Few experimental studies of strategies to 
increase EBP knowledge, attitudes and behaviour have been done in occupational therapy. Of 
those that have been done, many have focussed on a specific area of practice such as 
rheumatology (Hammond and Klompenhouwer, 2005). Only one study was identified in which an 
















attitudes and behaviour: a before-after study conducted in Australia (McCluskey and Lovarini, 
2005). The intervention was a two-day workshop consisting of lectures, practical sessions and 
small group discussions. The workshop covered the EBP process, interpreting statistics in RCTs and 
overcoming barriers to implementation (McCluskey and Lovarini, 2005). Principles of adult 
learning theory and social cognitive theory were applied and time was allocated at the end of each 
session for participants to deliberate on how to apply their learning. In the final workshop, 
information about the process of change was presented and potential barriers to EBP were 
discussed. Participants were invited to write a critically-appraised topic (CAT) to further develop 
their EBP skills. Follow-up support was provided through telephone calls, email contact and 
optional visits. Resources and website information was distributed via an email list and reminders 
and feedback were given on the CAT. The intervention increased EBP knowledge but not 
behaviour, and the researchers concluded that greater attention was needed on skills 
development after the intervention. They particularly emphasised appraisal and helping 
participants develop routines and strategies to implement EBP. 
 
To further inform the content of the intervention, a curricular outline of minimum standard 
educational requirements for health professionals was consulted. The outline, developed by a 
consensus panel, stated: 
‘It is a minimum requirement that all practitioners understand the principles of EBP, 
implement evidence-based policies, and have a critical attitude to their own practice and to 
evidence. Without these skills and attitudes, health care professionals will find it difficult to 
provide ‘best practice’’ (Dawes et al., 2005). 
The panel emphasised the importance of ensuring that the skills required for each of the five EBP 
steps were taught (Dawes et al., 2005).  
 
The content of educational interventions should be congruent with the realities of clinical settings 
in considering real-time implications of practice to address the barriers of limited time and high 
workloads (Dawes et al., 2005). Strategies to convince participants that EBP is possible in a busy 
work schedule should be incorporated and greater emphasis placed on using pre-appraised 
















al., 2005, Soltani et al., 2004). One such database is OTseeker, which contains randomised 
controlled trials, that have been pre-appraised and rated, and systematic reviews pertinent to 
occupational therapy (Bennett et al., 2003a, McKenna et al., 2004). As secondary sources may be 
absent in some areas of occupational therapy practice, basic appraisal skills also need to be 
taught, but too much emphasis on statistics early on may cause discouragement (Soltani et al., 
2004). Interventions should raise awareness about using higher levels of evidence (Soltani et al., 
2004) rather than evidence based on clinical experience or the opinion of colleagues, both of 
which may be subject to bias. Considering that the majority of studies relevant to occupational 
therapy emanate from high-income countries, participants need to learn how to evaluate studies 
and determine their significance for their own context.  
 
Including strategies to overcome barriers and manage change related to EBP is critical in effecting 
behaviour change (Hammond and Klompenhouwer, 2005, McCluskey and Lovarini, 2005). Hence, 
the barriers identified in Study 1 in this thesis, such as lack of access to a range of electronic 
journals/databases, would need to be addressed. Lastly, to encourage participants to start 
implementing EBP, the intervention should involve developing action plans to start using EBP 
(Hammond and Klompenhouwer, 2005, McCluskey and Lovarini, 2005). 
 
8.3 Rationale for the study 
Although there is some evidence supporting the effectiveness of interactive and didactic 
educational interventions, it seems that those with an interactive (skills) component are more 
effective in improving professional behaviour than education alone (DE). As far as the PI was able 
to identify, no research had been done on the comparative effectiveness of these interventions in 
resource-constrained countries or with occupational therapists. According to Hutchinson (1999, p 
1267), ‘interventions that have been shown to be effective in one setting may, quite reasonably, 
not translate to other settings’. Additionally, Forsetlund et al (2009) highlighted aspects that 
remained unclear and could be addressed in a trial, for example providing detailed descriptions of 
interventions. It was therefore decided to test the effects of interactive educational interventions 

















8.4 Research hypothesis, aims and objectives 
The primary aim of the trial was to test the hypothesis that an IE was more effective than a DE in 
increasing EBP knowledge at 12 weeks in a group of occupational therapists in the Western Cape, 
SA. The null hypothesis was that the interventions had equivalent effects on knowledge at 12 
weeks. Secondary aims were to determine whether the IE was more effective than the DE in 
changing attitudes and behaviour at 12 weeks.  
 
The objectives were: 
 
1. In a sample of occupational therapists in the Western Cape to: 
 establish baseline EBP knowledge, skills and behaviour; 
 establish readiness to implement EBP; 
 determine the sources of information available to support EBP; and, 
 establish the extent to which current practice was documented using an evidence-based 
approach. 
2. To establish the impact of the intervention at 12 weeks by determining if there were any 
significant differences between the groups in: 
 EBP knowledge, attitudes and behaviour; 
 readiness to implement EBP; 
 the extent to which current practice was documented using an evidence-based approach; 
and, 
 perceived barriers and supports to EBP. 
3. To investigate whether there were any significant within-group changes between baseline and 
12 weeks in: 
 EBP knowledge, attitudes and behaviour; 
 readiness to implement EBP; and, 
 the extent to which current practice was documented using an evidence-based approach. 
4. To determine the feasibility of conducting a high quality RCT in a group of occupational 

















8.5 Study context 
The study took place in the Western Cape, a province in the south western part of SA with a 
population of over five million (Statistics South Africa, 2010). Cape Town is the capital city of the 
Western Cape and the province is divided into one metropolitan municipality (the City of Cape 
Town), and five district municipalities (West Coast, Cape Winelands, Overberg, Eden and Central 
Karoo) (Provincial Government of the Western Cape). The Western Cape is the third highest 
contributor to the total GDP of SA. The three main languages spoken are Afrikaans (55.3%), Xhosa 
(23.7%) and English (19.3%) (Day and Gray, 2008). Occupational therapists employed by the 
Western Cape DOH provide services at primary, secondary, tertiary and specialised levels in 
hospitals, rehabilitation/specialised facilities or community health centres/clinics (2006). In 2008 
when this trial was conducted, there were 105 occupational therapists working in the Western 
Cape government health sector (Health Systems Trust, 2010). The number of occupational 
therapists in each municipality was not available. 
 
8.6 Methods 
8.6.1 Trial design 
A two-group parallel design RCT with matched-pair stratification by position type (clinician/ 
manager) and knowledge score was employed. The trial was designed to establish the superiority 
of an IE compared to a DE in improving EBP knowledge (primary outcome), attitudes and 
behaviour (secondary outcomes) at 12 weeks in a group of occupational therapists in the Western 
Cape. To ensure that the intervention was effective in the usual settings where occupational 
therapists are employed in the public health service, a pragmatic approach was used. This 
approach does not attempt to control differences between participants and practice settings but 
rather aims to test an intervention in a ‘usual’ setting and therefore allowed some flexibility in 
accommodating differences between service sites and participants. 
 
8.6.2 Participants 
The population included all occupational therapists employed by the Western Cape DOH at the 














similarity of the practice of the therapists and the resources and facilities available to them. The 
intention was also to establish the feasibility of implementing EBP and conducting a RCT within the 
public health system. 
The list of occupational therapists employed by the DOH was used as a starting point for devising 
the sampling frame. As the most current version had been compiled in July 2006 and there had
subsequently been many staff changes, the research coordinator (who had previously been
employed in a DOH occupational therapy management position) contacted occupational therapy 
managers and facilities to obtain an updated list of potential participants. This occurred between
November 2007 and February 2008. Occupational therapists employed by the DOH were recruited
from three municipalities in the Western Cape. Table 52 provides details of the number of
potential participants in each type of setting, the care priority of the setting and role of the
participant (clinician or manager). The sampling frame consisted of a total of 98 potential
participants.
Table 52: Description of settings from which study participants were recruited
Type of setting No. of 
facilities 




Total possible participants 
No. (%) 
Level 3/Central hospital 3 Acute 31 (31.6) 2 (2.0) 33 (33.7) 
Level 2/Regional 3 Acute 5 (5.1) 0 (0.0)  5 (5.1) 
District Health Service 60* Acute 21 (21.4) 1 (1.0) 22 (22.5) 
Specialised Health Service 2 Non-acute 12 (12.2) 2 (2.0) 14 (14.3) 
3 Acute and non-acute 20 (20.4) 4 (4.1) 24 (24.5) 
Total 71 89 (90.8) 9 (9.2) 98 (100.0) 
* 54 community health centres/clinics and 6 district hospitals
8.6.2.1 Eligibility criteria 
Occupational therapists in the study population working at least 20 hours per week were eligible. 
Those in management positions were included despite not having a patient load, because their 
role in putting structures and systems in place to support practitioners in their EBP endeavours 
(Caldwell et al., 2008) was recognised as crucial. In addition, there is evidence supporting the 

















8.6.2.2 Exclusion criteria 
For pragmatic reasons, therapists were not admitted to the study if they worked more than 1½ 
hours outside Cape Town. Therapists who would be leaving the DOH before December 2008 or 
taking leave during the time of the intervention were also excluded as this would compromise the 
collection of outcome data. 
 
8.6.2.3 Sample size 
As the primary outcome instrument (SAFT) was modified for the OTEBP trial, there was no data 
available to calculate the sample size prior to recruitment and data collection. For this reason, the 
maximum possible number of participants was recruited. A post-hoc sample size calculation was 
conducted based on a complete randomisation design. A two-means t-test for independent 
samples was selected in Statistica (StatSoft Inc, 2008) with the following parameters: 
 Anticipated improvement in mean SAFT score for the DE (null hypothesis): 0 
 Actual improvement in mean SAFT score for the IE: 3.477 
 Standard deviation for improvement in scores for entire group: 6.3 
 Significance level: 0.05 
 Power: 80%. 
The required sample size was 55 participants per group. 
 
8.6.2.4 Recruitment 
Recruitment occurred over a nine-month period (November 2007 to July 2008). The study was 
initially presented at a meeting of the Metro Occupational Therapy in Health (MOTH)78 Forum in 
November 2007 to get representatives’ support and commitment, and to request managers to 
release their therapists to participate in the study. A separate meeting was held with the manager 
of one District Health Service in November 2007 to discuss logistical issues related to including 
                                                     
77
 Data was used from the OTEBP trial. The mean change score of the DE (4.4) was subtracted from that of the IE (7.8). 
78
 MOTH Forum meetings are held monthly and attended by a representative, usually the head of department, from 
each occupational therapy department or service. The purpose of the Forum is ‘to enable and facilitate collaborative 
















therapists working in Community Health Centres. Three information sessions were held between 
April and July 2008 to recruit participants. All potential participants were invited to attend and 
different locations were used to enable maximal attendance. Those who could not attend were 
contacted by the research coordinator who explained the purpose and details of the study. 
Occupational therapy managers were also asked to recruit staff in their departments and acted as 
liaison persons for the PI and research coordinator. 
 
Information sessions were conducted by the PI who gave a brief presentation of the study, 
eligibility criteria, participants’ expectations and potential benefits of participating. Time was 
allocated for answering questions and clarifying issues pertaining to the study. As an incentive to 
participate, CPD points were offered. Potential participants were advised that they would be 
participating in a study about EBP and would be allocated to one of two interventions. No 
information was given about the difference between the interventions. Most potential 
participants worked within reasonable proximity to the venue where the intervention was 
conducted. To avert possible travel problems for eight participants located 1½ hours outside Cape 
Town, the PI offered to conduct the intervention at a more central location. The district manager, 
however, felt that it was feasible for the therapists to travel to the venue in groups. 
 
Information sheets (see Appendix XX) and consent forms (see Appendix XXI) were available at 
information sessions so that therapists could sign up at the session or take the forms with them if 
they wanted more time to consider participating. The research coordinator attended the 
information sessions to collect consent forms and make contact with potential participants so she 
was familiar to them. After information sessions, potential participants who had not returned 
consent forms were contacted by the research coordinator to establish whether they wanted to 
participate or not. Those who agreed either faxed their signed consent form to the PI or it was 
collected by the research coordinator. The PI and the research coordinator checked that all those 
who signed consent met the eligibility criteria. Thereafter participants’ details were entered into 


















Participants were allocated to intervention groups after completing the baseline questionnaire but 
before the baseline audit was conducted. 
 
8.6.3.1 Sequence generation 
Restricted randomisation was used to ensure a balance in knowledge between groups. 
Participants were stratified into managers and clinicians and matched-pair79 allocation was used. 
Pairs were matched on baseline SAFT scores in each stratum and each participant in a pair was 
randomly assigned to the IE or the DE using coin-tossing. This strategy was used to minimise the 
risk of allocation bias in assigning participants with higher scores to the IE. 
 
8.6.3.2 Allocation concealment mechanism 
Allocation occurred after all participants had been enrolled in the study. Allocation concealment 
was not used. To decrease the possibility of the PI changing the allocation and thereby introducing 
allocation bias, the PI and research coordinator conducted the sequence generation process (coin-
tossing) together.  
 
8.6.3.3 Implementation 
The procedure for matching the pairs for randomisation occurred as follows: 
 SAFT scores were calculated and entered into Excel 2003 with the participant’s name and work 
place.  
 Data were sorted into managers and clinicians and SAFT scores in each stratum were sorted 
from highest to lowest.  
 Clinicians with the same score were paired and randomly assigned to each group based on the 
outcome of the coin toss. If there were more than two participants with the same score, pairs 
were matched according to facility. For example, if four participants had the same score, those 
                                                     
79
 A matched pairs design is a special type of randomised block design. Participants are grouped into pairs based on a 
blocking variable and then randomly assigned to one of two interventions. This design controls for potential variables, 
















working at the same facility were matched and one was allocated to the IE and the other to 
the DE. This was done to obtain similar practice profiles for participants in each group. If 
participants were from different work places, they were matched where possible based on the 
similarity of the facility.  
 Once all clinicians with matched scores had been allocated, those remaining were matched to 
the participant with the next closest score. 
 Managers were paired based on closest scores and then randomly allocated to the IE or DE 
based on the outcome of the coin toss. 
 
The procedure for random allocation occurred as follows: 
 Before the coin was tossed, the PI named the first participant in the matched pair. If the coin 
landed on ‘heads’ the named participant was assigned to the IE and the other to the DE. If it 
landed on ‘tails’ the named participant was allocated to the DE.  
 The coin was tossed by the research coordinator while the PI assigned participants to groups 
based on the outcome of the coin toss. 
 This procedure was followed for every matched pair until all participants had been allocated.  
 Once all participants had been assigned to an intervention, the research coordinator informed 
them of the dates and details for their allocated intervention.  
 
8.6.4 Settings and location where data was collected 
Questionnaires were completed by participants in their own time and collected by a research 
assistant. Audits were conducted at participants’ places of work with the exception of those 
working in different health facilities scattered over a large geographical area. These participants 




Outcome instruments consisted of a self-report questionnaire measuring EBP knowledge, 
















behaviour. Details of the content and properties of the outcome instruments are available in 
chapter 6. The instruments were sufficiently robust for measuring the outcomes of the OTEBP 
trial. Outcome data were collected at baseline and 12 weeks after the intervention. 
 
8.6.5.1 Primary outcome 
The primary outcome was increased EBP knowledge at 12 weeks shown by an improved SAFT 
score. The SAFT demonstrated excellent IRR (ICC: time 1=1.00; time 2=0.989), test-retest reliability 
(ICC=0.95, 95% CI: 0.88-0.98) and responsiveness (d=1.0) as reported in Chapter 6. Responses 
were scored using grading rubrics (see Appendix IX and XVII). As the PI scored the SAFT for all 
participants, questionnaires were numbered but not linked to participants’ names to minimise the 
possibility of introducing bias. The grading rubric was adhered to strictly as an added measure of 
reducing bias. 
 
8.6.5.2 Secondary outcomes 
Secondary outcomes were improved EBP knowledge (measured with the modified KABQ 
(Johnston et al., 2003, MacDermid et al., 2006)), changed attitudes (self-report items on the 
modified KABQ, FATQ and RCCPS (MacDermid et al., 2006)), and changed behaviour (self-report 
items on the KAQ (MacDermid et al., 2006, Pain et al., 2004) and KABQ (MacDermid et al., 2006), 
and objective behaviour measured through the audit checklist developed for the trial)).  
 
Items in the audit checklist were given a score of 0 (not evident in the record), 1 (item evident in 
the record) or not applicable. Items were deemed ‘not applicable’ when it was not appropriate to 
include them. For example, if the client had not yet been discharged, a final assessment would not 
have been expected. The maximum score was nine, unless items were rated as ‘not applicable’ in 
which case the total possible score was calculated by subtracting the number of ‘not applicable’ 
items from nine. Audit scores per record were calculated by adding the total number of ‘yes’ 
responses and converting them to percentages. Mean scores for the total number of records 
audited (five for most participants) were calculated for each participant to enable comparisons to 
be made. As reported in Chapter 6, IRR for the audit checklist was at least moderate for all items 















Recommendations from the systematic review on educational meetings (Forsetlund et al., 2009), 
CONSORT recommendations for reporting RCTs (Moher et al., 2010) and the extension for 
pragmatic trials (Zwarenstein et al., 2008) are used to guide the descriptions of the interventions. 
Both interventions were considered ‘knowledge transfer’ because they focussed on sharing EBP 
knowledge, known to the PI, so participants could apply it in their practice (Graham et al., 2006). 
Detailed content for each intervention is available in Appendix XXII and a summary is provided 
here. Table 53 gives an overview of the components of each intervention. 
Table 53: Content of the interventions in the OTEBP study 
Activity IE DE
4 hour education session (with notes and ‘evidence packs’) Yes Yes 
2 hour session (1 week later) Yes No 
Emailed notes from second session Yes No 
Telephonic/email follow-up (reminders) Yes No 
8.6.6.1 General information
Sessions for the IE and the DE were conducted on separate days during August and September 
2008. The DE and the first session of the IE were held from 11h30-15h30. This time was most
suitable because participants could see patients first and it allowed sufficient time after the 
intervention to return government vehicles used for transport to the venue. Each type of training
was repeated to enable as many participants to attend as possible. 
Participants could not be blinded. They were advised that there were two different interventions 
(one session or two sessions) and were aware of their group allocation but were not given any 
indication of what was included in the interventions or which was likely to be more effective. 
Participants were advised that they could only attend the intervention to which they had been 
allocated.  
As the PI conducted both interventions blinding was not possible. The PI conducted all aspects of 
















experienced EBP teacher from another department at UCT. The interventions were not tested 
prior to implementing the study as there was no comparable group available, but the PI was well-
equipped having conducted several training sessions for undergraduate and postgraduate 
occupational therapy students and several small groups of therapists. 
 
8.6.6.2 Didactic educational intervention (DE) 
The DE was based on a large and recent systematic review and consisted of a presentation 
providing participants with the information needed to apply EBP (Forsetlund et al., 2009). 
Questions were permitted and were answered but there were no opportunities to practise skills, 
apply information or discuss content. The intervention was conducted in a postgraduate teaching 
venue in the Faculty of Health Sciences at UCT that accommodated 25 people and was equipped 
with a data projector, whiteboard and flipchart. Participants were seated at small tables set up in a 
u-shape with the facilitator at the front of the room. A PowerPoint presentation was used to guide 
the input. The session lasted four hours with a 30-minute tea-break halfway through. Training was 
held in August 2008. 
 
8.6.6.3 Interactive educational intervention (IE) 
In accordance with the definition of Forsetlund et al (2009), the IE consisted of presentations, 
tasks requiring small group discussion, and practice of particular skills such as searching online 
databases. It was multi-facetted as it included education sessions, emailed notes and telephonic or 
email reminders (Forsetlund et al., 2009). There were two sessions, lasting four hours and two 
hours respectively. The first group received the intervention in August 2008 with six days between 
the two sessions, while the second group attended training in September 2008 with seven days 
between sessions. Training for the second group occurred on Fridays as this was most suitable for 
participants from one municipality. 
 
8.6.6.3.1 Session 1 
The session focused on the five steps of the EBP process. Participants were given information 
















a PICO question and doing an online search for evidence. Discussions covered how to do 
appraisals, doing an efficient search, applying evidence and documenting evidence.  
 
The first half of the first session was held in a computer laboratory in the Health Sciences Faculty 
at UCT. A PowerPoint presentation was used to teach participants the first two steps of the EBP 
process and tasks were given to practice these steps (see Appendix XXII, Box 1). On-line searches 
were demonstrated after which participants were given time to search for information 
themselves.  
 
For the second half of the session, participants moved to a postgraduate teaching venue that 
accommodated 25 people and had a data projector, whiteboard and flipchart available. There was 
a 30-minute break prior to the start of this session. The Graphic Appraisal Tool for Epidemiological 
studies (GATE) frame (Jackson et al., 2006) was used to appraise an article that had been emailed 
to participants between two and seven days before the session. The appraisal discussion was 
facilitated by an experienced EBP lecturer from another department in the faculty and was 
followed by a discussion on applying evidence to practice. At the end of the session, participants 
were asked to read the articles in their evidence packages before the second session.  
 
8.6.6.3.2 Session 2 
Participants were asked to write questions, areas needing clarification or requests for additional 
input on pieces of paper which were given to the facilitator. All items were dealt with in the first 
part of the session. In the second part, small groups were formed to discuss evidence-based 
documentation, barriers and facilitators to EBP, strategies to overcome barriers, and finally, steps 
participants could take to strengthen their knowledge and use of EBP. Small groups gave feedback 
on each discussion item to the rest of the group and responses were recorded on flip charts.  
 
8.6.6.3.3 Follow up 
Notes from session 2 discussions were transcribed by the research coordinator and emailed two 
weeks later to participants who had attended the session. After a further two weeks, a follow-up 
















whether additional assistance or information was required. If participants were unavailable, a 
message was left for them to contact the research coordinator. If contact was not made within a 
few days, a follow-up email was sent.  
 
8.6.7 Procedure 














































* Matching was done before randomisation 
Figure 8: Flow diagram of the trial procedure 
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The baseline questionnaire was completed prior to randomisation. Questionnaires (baseline and 
12 weeks) were numbered with a personal study number and delivered to participants’ work 
places with a request to complete them within a stipulated time frame. In facilities employing 
several participants, occupational therapy managers collected the questionnaires of participating 
staff. Questionnaires were either collected by a research assistant or the research coordinator. 
Questionnaires for the eight participants located outside Cape Town were faxed to the PI. The PI 
scored the SAFT (primary outcome) using a grading rubric devised for the study. To minimise bias, 
scoring was done using only numbered questionnaires and without referring to the list linking 
study numbers to participant names.  
 
Five records per participant were audited at baseline and 12 weeks. Managers were excluded as 
they did not carry a patient load. To select the records for audit, participants emailed or faxed the 
list of patients seen during the specified week. Five patients were randomly selected from each 
participant’s list using the ROUND RAND command in Microsoft Office Excel 2003 to generate 
random numbers. Participants were contacted by email or telephone to inform them which 
records would be audited. A total of 10 records per participant was audited – five each at baseline 
and 12 weeks. If five or fewer patients had been seen, all records on the list were audited.  
 
Arrangements were made to visit each facility and participants were requested to have the 
selected records available. On arrival at the audit venue, the PI met with the head of the 
occupational therapy department or a contact person who ensured that all records selected for 
audit were available. The PI checked that the correct records were included. In some cases, 
patient lists were not received before the audit and random selection had to be done using a 
laptop on arrival at the audit venue. The therapist was then advised of the records that were 
needed. Records were usually audited at participants’ work places in the Occupational Therapy 
Department, but at two of the larger institutions, audits were conducted at central medical 
records where the patient folders were stored. In one municipality, participants worked in 
different clinics spanning a large geographic area. These participants photocopied their records, 
removed any identifying features and either left them with the occupational therapy manager for 














PI. In some instances, records were unavailable on the day of the audit and had to be photocopied 
by the participant and faxed to the PI later. To ensure confidentiality, all identifying information 
was deleted from faxed records and only initials were used to enable the PI to identify the record 
based on the randomised selection list.  
Records were audited by one of two research assistants who were trained by the PI during the 
piloting phase. Audits were conducted after randomisation but raters were blinded to allocation. 
The grading rubric developed during the piloting phase (see Appendix XVIII) was used to guide
raters in allocating scores. The PI was present at all audits, not to rate the records, but to verify 
that raters adhered to the criteria and scoring specified in the grading rubric. Discrepancies in
scores between the rater and PI were discussed and consensus reached about the final rating. The 
same raters conducted baseline and 12-week audits and were kept consistent for each participant
where possible. Methods used to enhance the quality of measurements included training of
raters, development of a grading rubric to guide raters, achievement of adequate IRR during 
training, checking of audit ratings by the PI and blinding of raters to allocation.
On arrival at the training session, participants signed the CPD register and received a folder
containing EBP training materials and an evidence ‘package’. The content of the evidence 
‘package’ was determined from an item on the consent form where participants indicated their 
area/s of practice. Practice areas were extracted from consent forms and common areas of
practice identified such that each participant received an evidence ‘package’ in at least one of 
their practice areas. Eight practice areas were identified, namely: burns, depression, hands and
arthritis, management, paediatrics, stroke, substance abuse and work practice. 
An observer was present at each training session to document how the session was conducted to 
ensure that each intervention was delivered as planned. The observer completed a checklist and 
recorded observations for each session (see Appendix XXIII). To address possible variations in 
















8.6.8 Data management 
Study numbers were used for entering and analysing data to ensure confidentiality. Questionnaire 
data were captured in STATISTICA 8 (StatSoft Inc, 2008) while audit data were captured in Excel. 
Wherever possible, data were captured as they were collected. Questionnaires were checked for 
missing data and participants requested to complete this information when they arrived for the 
intervention (prior to its start). Some participants were contacted telephonically before the 
intervention to obtain missing data. Once entered, questionnaires were filed and kept separate 
from allocation lists. After audit checklists were completed by a research assistant and checked by 
the PI, they were filed according to participants’ study numbers so that checks could be done to 
ensure all records had been audited. Data were stored in a secure place throughout the study. 
 
8.6.9 Data analysis 
Data were analysed using STATISTICA 8 (StatSoft Inc, 2008), EpiCalc 2000 (Gilman and Myatt, 
1998) and Statistical Package for the Social Sciences (SPSS) (SPSS Inc, 2009). An intention-to-treat 
analysis and per-protocol analysis were performed. Analyses were conducted to determine 
whether: 
 the groups (IE and DE) were similar in demographic and practice characteristics at baseline; 
 the groups were different at the conclusion of the study (12 weeks ). 
As no significant differences between the groups were detected at 12 weeks, a within-group 
analysis was conducted to identify whether any changes had occurred between baseline and 12 
weeks. 
 
The Shapiro-Wilk Test was used to check numerical variables for normality. As most of the data 
were not normally distributed, medians and ranges are reported for numerical variables (Schulz 
and Grimes, 2002a). Non-parametric tests were conducted throughout. In cases where the data 
were normally distributed, parametric tests were performed to determine whether the loss of 
power made any difference to the final result. As this did not reveal any additional significant 


















For categorical items, categories were collapsed if there were cells with few responses. For 
example, availability of sources of evidence was collapsed into ‘yes’ and ‘no’ by re-classifying 
‘don’t know’ to ‘no’. Proportions were calculated and the chi-square test was used to test for 
significance provided cells had a minimum of five expected counts. For items with expected cell 
counts less than five, Fisher’s exact test was used. Relative risks and 95% CIs were calculated.  
 
To determine baseline comparability so that judgements about generalisability are possible, 
measures of central tendency and variability are reported for baseline numerical variables, and 
numbers and proportions for categorical variables (Schulz et al., 2010, Schulz and Grimes, 2002a). 
Schulz and Grimes (2002a) argued that as randomisation ensures that participant allocation is not 
biased, any differences in baseline variables are due to chance. As a result, they recommended 
reporting important prognostic baseline variables and excluding 95% CIs and hypothesis tests 
which they regard as superfluous (Schulz and Grimes, 2002a). This position is supported by the 
CONSORT guidelines (Schulz et al., 2010). Although differences in baseline variables may have 
occurred by chance in the OTEBP trial, it was important to determine whether these could have 
acted as confounders. For this reason, hypothesis tests are reported for all baseline variables.  
 
The Mann-Whitney U test was conducted for numerical items and the chi-square or Fisher’s exact 
test, for categorical variables to determine whether there were any significant differences 
between the groups at baseline and 12 weeks. Where multiple analyses were done, the Bonferroni 
correction was employed to ensure that the probability of making a type-I error remained less 
than 0.05. 
 
To analyse within-group changes, differences in baseline and 12 week scores for the SAFT and 
modified KABQ were calculated for participants who completed the final questionnaire. To 
establish whether there were any significant within-group differences, Wilcoxon matched-pairs 
(numerical data) tests were conducted. The test of marginal homogeneity, which is used to 
analyse differences in before-after data when an item consists of more than two categories 

















8.6.10 Ethical and legal considerations 
Ethical approval was obtained from the Health Sciences Faculty Human Research Ethics 
Committee, UCT (REC REF: 259/2006) (Appendix XXIV). Approval to conduct the study was also 
obtained from the Western Cape Provincial Department of Health (Ref. 19/18/RP37/2008) 
(Appendix XXV). Letters were sent to medical superintendents or senior managers at all facilities in 
which occupational therapists agreed to participate to inform them about the study and obtain 
their support (Appendix XXVI). The trial was registered with the South African National Clinical 
Trial Register (DOH-27-1009-3067). 
 
Information sessions were used to inform potential participants about the study and to provide 
opportunities to ask questions and obtain clarification. Informed consent was obtained from all 
participants prior to the start of the study in a written letter requesting their participation. The 
letter provided a detailed explanation about the purpose of the study and what was expected of 
participants (Appendix XX). Participants provided signed consent (Appendix XXI) indicating their 
willingness to participate. This entailed providing permission for their patient records to be 
audited, completing pre- and post-intervention questionnaires, and attending the intervention 
(one four-hour session for the DE and two sessions of four- and two-hours respectively for the IE). 
 
As existing records were used for the audit, patient care was not compromised. The findings will 
be published in peer-reviewed journals and as part of the PhD dissertation but no identifying 
information related to patients or therapists will be reported and thus it was not anticipated that 
there would be any harm to either group. Patients whose records were audited did not benefit 
from the study, but it is anticipated that future patients may benefit by raising therapists’ 
awareness about their practice.  
 
Patient privacy was protected by using numbers rather than names on audit checklists. Audit 
checklists were numbered prior to data collection to ensure patient anonymity. Although the 
research assistants conducting the audit would not usually have had access to patient records, the 
use of numbers rather than names ensured that confidentiality was maintained as far as possible. 
The audit should not, therefore, have exposed patients to additional harm. To minimise disruption 
















attend as possible and at the most convenient time. This ensured that all therapists at one site 
who agreed to participate would not have to attend the intervention at the same time. In addition, 
interventions lasted a maximum of four hours so that participants could see patients in the 
morning before attending. Suitable dates and times for audit visits were arranged with the 
participants concerned to ensure minimal disruption to services.  
 
Questionnaires (baseline and 12-week) were coded with a personal identification number. 
Responses were treated confidentially and only the PI had access to the codes and the linked 
names. There was low risk to participants as the questions were not of a personal nature. Data 
was treated confidentially at all times to avert potential harm to participants. To further reduce 
this risk, all data was maintained in a secure setting at the Department of Health and 
Rehabilitation Sciences, UCT.  
 
Acknowledging that exposing a potential lack of knowledge among this group of practitioners 
could potentially cause harm or inconvenience when publication occurs, reporting has been done 
with due sensitivity and a clear explanation of possible confounding factors. Possible benefits of 
participating for both groups included receiving training in EBP with the associated expectation of 
improved knowledge in EBP. Overall, the anticipated benefits of the study outweighed the risks to 
individuals or communities and these risks were negligible. 
 
8.7 Results 
Of the 98 potential participants, 12 did not meet the inclusion criteria and 28 declined to 
participate. Fifty-eight of a possible 86 participants (67.4%) agreed to participate and signed 
consent. As there was an odd number in each stratum (managers and clinicians) during the 
process of randomisation, the last participant in each stratum was allocated individually. There 
were 30 participants in the IE and 28 in the DE. Two participants withdrew from the study after 
randomisation due to illness and re-prioritising time for postgraduate studies. The CONSORT flow 
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 Of the 30 participants     
#
 Of the 28 participants 
Figure 9: CONSORT flow diagram for the OTEBP trial 
Randomised (n=58) 
Assessed for eligibility 
(n=98) Excluded (n=40) 
Did not meet inclusion criteria (n=12) 
- Leaving DoH (n=8) 
- Maternity leave (n=2) 
- Lived too far (n=2) 
Declined to participate (n=28) 
- Time pressures (n=16) 
- Lack of interest (n=3) 
- Forgot to submit consent/ thought too late to 
participate (n=2) 






Allocated to DIDACTIC educational intervention (DE) 
(n=28) 
      Questionnaire (n=28) 
      Audit (n=24) 
      Received allocated intervention (n=22) 
      Did not receive allocated intervention (n=6) 
           Transport problems (n=4) 
           Work issues (n=1) 
















Excluded from analysis (n=5)* 
Lost to follow up (n=5) 
Lost to follow-up (n=5)* 
      Changed jobs (n=2) 
      Withdrew (n=2) 
      Unknown (n=1) 




Excluded from analysis (n=7)# 
Lost to follow-up (n=5) 
Missing (n=2) 
Lost to follow-up (n=5)# 
     Changed jobs (n=2) 
       Ill health (n=1) 
      Withdrew (n=2) 








Allocated to INTERACTIVE educational intervention 
(IE) (n=30) 
      Questionnaire (n=30) 
      Audit (n=25) 
      Received allocated intervention (n=23) 
      Did not receive allocated intervention (n=7) 
            Transport problems (n=3) 
        Work issues (n=1) 
            Withdrew - time pressures (n=1) 














Twenty-two of 28 in the DE (78.6%) attended the intervention while 23 of 30 in the IE (76.7%) 
attended at least one of the sessions. Table 54 shows the number of participants attending each 
intervention. 
Table 54: Participant attendance at educational sessions 
IE (N=30) DE (N=28) 











Group 2 8 (28.6) 
Total 23 (76.7) Total 22 (78.6) 
8.7.1 Baseline measurements
All participants completed the baseline questionnaire. Twenty-five of 30 participants in the IE 
(25.0%) and 24 of 28 in the DE (85.7%) had their records audited at baseline. A total of 258 records 
were audited. For most participants (46/49, 93.9%) five records were audited; two had three 
records audited and one had four - either because they had not seen five different patients in the 
selected week or the record was unavailable80 at the time of the audit. A total of 15 sites were
visited for the audits. While participants could have made changes to their records prior to the 
audit, there was no evidence of this.
Baseline demographic and practice characteristics and EBP knowledge, attitudes and behaviour for 
the two groups were compared to detect any differences between them.
8.7.1.1 Demographic and practice characteristics 
Baseline demographic and practice characteristics are shown in Table 55. The majority was female, 
had undergraduate qualifications and worked in tertiary facilities in urban areas. Although there 
were differences between the groups in age, years of experience and number of clients per 
month, these were not significant. 
80
 Records were in the doctor’s office or being used by other members of the multi-disciplinary team at the 
















Table 55: Baseline demographic and practice characteristics of participants 
Variable IE (N=30) DE (N=28)    





Age (years) 28.0 (22.0-50.0) 33.0 (22.0-56.0)  360.5 0.357 
Years experience 5.5 (0.5-31.0) 8.5 (0.5-34.0)  414.0 0.932 
No. clients seen 
per month* 
60.0 (0.0-220.0) 35.0 (0.0-220.0)  361.0 0.480 
 No. (%) No. (%) No. (%)  Fisher’s exact p, two-
tailed 
Gender     1.000 
Male 2 (6.7) 1 (3.6) 3 (5.2)   
Female 28 (93.3) 27 (96.4) 55 (94.8)   
Total 30 (100.0) 28 (100.0) 58 (100.0)   
Qualification     1.000 
Undergraduate 26 (86.7) 24 (85.7) 50 (86.2)   
Postgraduate 4 (13.3) 4 (14.3) 8 (13.8)   
Total 30 (100.0) 28 (100.0) 58 (100.0)   
Level of care     0.723 
Primary 6 (20.0) 4 (14.3) 10 (17.2)   
Secondary 9 (30.0) 6 (21.4) 15 (25.9)    
Tertiary 10 (33.3) 13 (46.4) 23 (39.7)    
> 1 level 5 (16.7) 5 (17.9) 10 (17.2)    
Total 30 (100.0) 28 (100.0) 58 (100.0)   
Place     0.584 
Urban 25 (83.3) 25 (89.3) 50 (86.2)   
Rural 4 (13.3) 3 (10.7) 7 (12.1)     
Both 1 (3.3) 0 (0.0) 1 (1.7)     
Total 30 (99.9) 28 (100.0) 58 (100.0)   
* Missing data for one participant in the IE 
 
Frequencies for areas of practice are shown in Table 56. Nine participants were managers and did 
not usually carry a case load. The majority worked with stroke patients or in paediatrics. There 
were similar numbers of participants working in each area in both groups. 
 
Table 56: Areas of practice for each group 
Area IE (N=30) DE (N=28) Total Chi-square df p-value 
 No. (%) No. (%) No. (%)    
Stroke 14 (46.7) 12 (42.9) 26 (44.8) 0.08 1 0.771 
Paediatrics 13 (43.3) 12 (42.9) 25 (43.1) 0.00 1 0.971 
Hand conditions 9 (30.0) 10 (35.7) 19 (32.8) 0.21 1 0.643 
Work practice 7 (23.3) 7 (25.0) 14 (24.1) 0.02 1 0.882 
Burns 7 (23.3) 6 (21.4) 13 (22.4) 0.03 1 0.862 
Arthritis 5 (16.7) 7 (25.0) 12 (20.7) 0.61 1 0.525* 
Depression 4 (13.3) 6 (21.4) 10 (17.2) 0.67 1 0.500* 
Psychoses 4 (13.3) 2 (7.1) 6 (10.3) 0.60 1 0.671* 
Substance use 2 (6.7) 2 (7.1) 4 (6.9) 0.01 1 1.000* 

















Table 57 shows the distribution of participants across facilities and proportions of clinicians and 
managers for each group. Groups were similar in all respects except that the IE serviced a higher 
number of district health facilities. 
 
Table 57: Description of facilities, clinicians and managers in each group 

















Level 3/central hospital 3 10 (33.3) 1 (3.3) 11 (36.7) 3 12 (42.9) 1 (3.6) 13 (46.4) 
Level 2/regional hospital 3 3 (10.0) 0 (0.0) 3 (10.0) 2 2 (7.1) 0 (0.0) 2 (7.1) 
District health services 34 5 (16.7) 0 (0.0) 5 (16.7) 18 3 (10.7) 1 (3.6) * 4 (14.3) 
Specialised 4 7 (23.3) 4 (13.3) 11 (36.7) 4 7 (25.0) 2 (7.1)# 9 (32.1) 
Total 44 25 (83.3) 5 (16.7) 30 (100.0) 27 24 (85.7) 4 (14.3) 28 (100.0) 
* One clinician was a manager by the end of the study 
# One clinician had been appointed as a manager in a specialised facility and was allocated as a manager 
 
8.7.1.2 Access to sources of evidence 
Table 58 shows access to different sources of information. Most participants could access all forms 
of information. Chi-square tests revealed the two groups to be similar at baseline in access to 
different sources of evidence.  
 
Table 58: Comparison of access to sources of information 
Item 
no. 
Source of evidence-based 
information 











   
10. Lectures/presentations: 
Intervention 
26 (86.7) 4 (13.3) 27 (100.0) 0 (0.0) 53 (92.9)   0.114* 
11. Lectures/presentations: 
Research 
26 (89.7) 3 (10.3) 24 (92.3) 2 (7.7) 50 (90.9)   1.000* 
12. Text and reference books 28 (93.3) 2 (6.7) 26 (92.8) 2 (7.1) 54 (93.1)   1.000* 
13. Journals 25 (83.3) 5 (16.7) 24 (85.7) 4 (14.3) 49 (84.5)   1.000* 
14. Access to academic library 24 (80.0) 6 (20.0) 21 (75.0) 7 (25.0) 45 (77.6) 0.21 1 0.757 
15. Search facilities 24 (80.0) 6 (20.0) 23 (82.1) 5 (17.9) 47 (81.0) 0.04 1 1.000 
16. Connections to world wide 
web/internet 
28 (93.3) 2 (6.7) 26 (92.9) 2 (7.1) 54 (93.1)   1.000* 
17. Colleagues working with 
similar clients 
29 (96.7) 1 (3.3) 28 (100.0) 0 (0.0) 57 (98.3)   1.000* 
18. Colleagues with expertise 27 (90.0) 3 (10.0) 25 (89.3) 3 (10.7) 52 (89.7)   1.000* 
19. Journal club or interest group 25 (83.3) 5 (16.7) 24 (85.7) 4 (14.3) 49 (84.5)   1.000* 
* Fisher exact p, two-tailed 
 
Participants indicated whether they could access information sources at work or outside work. 
Table 59 shows that journals, libraries, search facilities and the internet were least available at 
work. There were no significant differences between groups in access to information at or outside 


















Table 59: Access to information sources at work or outside 









   
Lectures/presentations: Intervention        
At work 26 (86.7) 4 (13.3) 23 (82.1) 5 (17.9)   0.726* 
Outside work  22 (73.3) 8 (26.7) 22 (78.6) 6 (21.3) 0.22 1 0.641 
Lectures/presentations: research        
At work 19 (63.3) 11 (36.7) 17 (60.7) 11 (39.3) 0.04 1 0.837 
Outside work  22 (73.3) 8 (26.7) 20 (71.4) 8 (28.6) 0.03 1 0.871 
Text and reference books        
At work 20 (66.7) 10 (33.3) 20 (71.4) 8 (28.6) 0.15 1 0.695 
Outside work  24 (80.0) 6 (20.0) 24 (85.7) 4 (14.3)   0.732* 
Journals        
At work 14 (46.7) 16 (53.3) 12 (44.4) 15 (55.6) 0.03 1 0.866 
Outside work  21 (70.0) 9 (30.0) 21 (75.0) 7 (25.0) 0.18 1 0.670 
Access to academic library        
At work 13 (43.3) 17 (56.7) 14 (50.0) 14 (50.0) 0.26 1 0.611 
Outside work  20 (66.7) 10 (33.3) 13 (48.2)  14 (51.9) 2.00 1 0.157 
Search facilities        
At work 15 (50.0) 15 (50.0) 14 (50.0) 14 (50.0) 0.00 1 1.000 
Outside work  20 (66.7) 10 (33.3) 20 (71.4) 8 (28.6) 0.15 1 0.695 
World wide web/internet        
At work 19 (63.3) 11 (36.7) 16 (57.1) 12 (42.9) 0.23 1 0.630 
Outside work  26 (86.7) 4 (13.3) 24 (85.7) 4 (14.3)   1.000 
Colleagues working with similar clients        
At work 28 (93.3) 2 (6.7) 26 (92.9) 2 (7.1)   1.000 
Outside work  22 (73.3) 8 (26.7) 19 (67.9) 9 (32.1) 0.21 1 0.647 
Colleagues with expertise        
At work 22 (73.3) 8 (26.7) 19 (67.9) 9 (32.1) 0.21 1 0.647 
Outside work  19 (56.7) 13 (43.3) 18 (64.3) 10 (35.7) 0.15 1 0.696 
Journal club or interest group        
At work 18 (60.0) 12 (40.0) 18 (64.3) 10 (35.7) 0.11 1 0.737 
Outside work  12 (40.0) 18 (60.0) 12 (44.4) 15 (55.6) 0.12 1 0.734 
* Fisher’s exact p, two-tailed 
** Missing data for one participant 
 
8.7.1.3 Knowledge 
Baseline SAFT (primary outcome) and modified KABQ knowledge scores are compared in Table 60. 
Fourteen of 30 in the IE (46.7%) and 14 of 28 in the DE (50.0%) obtained a SAFT score of at least 
fifty percent. There were no significant differences between the groups for baseline knowledge. 
 
Table 60: Baseline knowledge scores for each group 
Item no. Item (possible score) IE (N=30) DE (N=28) Mann-Whitney U test p-value* 
Median (range) Median (range) 
 Total SAFT score (30) 14.0 (2.0-23.0) 14.0 (1.0-23.0) 416.0 0.957 
20 PICO (16) 8.0 (0.0-16.0) 9.0 (0.0-16.0) 415.0 0.945 
21 Study design (3) 0.0 (0.0-2.0) 0.0 (0.0-2.0) 413.5 0.920 
22 Sources of information (11) 4.0 (1.0-6.0) 4.0 (1.0-6.0) 417.5 0.969 


















8.7.1.4 Attitudes to EBP 
There were no significant differences between groups for the numerical item (item 30: In your 
opinion, how much of occupational therapy practice in the Western Cape currently, on average, is 
grounded in scientific evidence that looks at client outcomes?) (U=341.0; p=0.699). Descriptive 
statistics for modified KABQ attitude sub-scales are presented in Table 61. There were no 
significant differences in attitudes between groups. 
 
Table 61: Baseline attitude scores for each group 
Item no. Item (possible score) IE (N=30) DE (N=28) Mann-Whitney U test p-value* 
Median (range) Median (range) 
54-56, 61-62 Negative attitudes to EBP (25) 12.0 (9.0-18.00) 15.0 (10.0-28.0) 339.0 0.212 
51-53 Positive attitudes to EBP in general (15) 12.5 (9.0-15.0) 13.0 (9.0-15.0) 419.0 0.994 
63-64 Usefulness and importance of EBP (10) 8.0 (6.0-10.0) 8.0 (2.0-10.0) 294.5 0.050 
* Fisher’s exact p, two-tailed 
 
Frequencies for ‘feelings about incorporating evidence into practice’ are shown in Table 62. There 
were no significant differences between the groups (Fisher’s exact p=0.536). 
 
Table 62: Baseline readiness to use EBP 
Readiness for EBP IE (N=30) DE (N=27) * Total (N=57) 
No. (%) No. (%) No. (%) 
I routinely use evidence in my practice 0 (0.0) 0 (0.0) 0 (0.0) 
Begun using now and then 13 (43.3) 13 (48.2) 26 (45.6) 
Started making plans 5 (16.7) 2 (7.4) 7 (12.3) 
Thinking about it 11 (36.7) 12 (44.4) 23 (40.4) 
Not thinking about it 1 (3.3) 0 (0.0) 1 (1.8) 
Total 30 (100.0) 27 (100.0) 57 (100.1) 
* Missing data for one participant 
 
Six of 30 participants in the IE (20.0%) considered themselves evidence-based practitioners 
compared with 12 of 27 (44.4%) in the DE. This difference was significant (chi-square=3.93, df=1, 
p=0.047). Perceptions of support for accessing and using EBP are shown in Table 63. 
 
Table 63: Perceived support for accessing and using EBP 
Item no. Item IE (N=30) DE (N=28) Chi Square df p-value RR (95% CI) 
No. (%) No. (%) 
75 Peer support 21 (70.0) 19 (67.9) 0.03 1 0.860 1.0 (0.7-1.5) 
76 Support from management 16 (53.3) 14 (50.0) 0.06 1 0.800 1.1 (0.7-1.8) 
77 Practice setting supportive 13 (46.4) 10 (35.7) 0.35 1 0.553 1.2 (0.6-2.3) 
 
8.7.1.5 EBP behaviour 
















Table 64: Baseline behaviour scores for the modified KABQ and audit checklist 
Item no. Instrument & sub-scale (possible score) IE (N=30) DE (N=28) Mann-Whitney U test p-value*
Median (range) Median (range) 
32-40 Modified KABQ: Sources of information used (45) 15.5 (11.0-31.0) 15.0 (10.0-28.0) 380.0 0.542 
44-50 Modified KABQ: Impact of EBP on practice (35) 19.0 (12.0-29.0) 20.0 (13.0-26.0) 411.0 0.896 
IE (N=25) DE (N=24) 
Audit (%) 42.9 (13.7-60.0) 38.6 (22.7-76.0) 292.0 0.882 
Values for numerical items for self-reported EBP behaviour are provided in Table 65. 
Table 65: Baseline EBP behaviour on the modified KABQ (numerical items) 
Item 
no 




N Median Range N Median Range 
31 Frequency needing evidence (times per 
month) 
26** 5.0 0.0-31.0 26** 5.0 0.0-50.0 334.0 0.949 
41 Frequency looking up evidence (per 
month) 
28** 2.0 0.0-10.0 25** 3.0 0.0-10.0 290.0 0.292 
42 Average time spent looking for 
evidence (minutes) 
28** 35.0 0.0-120.0 27** 30.0 0.0-120.0 332.5 0.447 
43 i) Time spent looking for evidence for 
most recent client (minutes) 
27** 30.0 0.0-120.0 26** 30.0 5.0-180.0 288.5 0.269 
43 ii) Time since looking for evidence for 
above-mentioned client (weeks) 
26** 3.0 0.0-52.0 25** 4.0 0.4-28.0 259.0 0.219 
*Two-sided 
Most participants reported finding evidence for a recent client (IE: 23/27, 85.2%; DE: 20/26, 
76.9%). The difference between the groups was not significant (chi-square=0.59, df=1, p=0.501). 
Evidence was most commonly found on the internet or in textbooks and few had used research
articles, The Cochrane Library or OTseeker. A relatively high percentage reported that the evidence
had assisted them in understanding their client. There were no significant differences between the 
groups for any items measuring self-reported EBP behaviour as depicted in Table 66.
Table 66: Baseline self-rated EBP behaviour (binary items)
Item 
no. 





43iv) Sources where evidence was found 
Internet 13 (56.5) # 12 (60.0) # 0.05 1 0.818 0.9 (0.6-1.6) 
Textbook 11 (47.8) # 11 (55.0) # 0.22 1 0.639 0.9 (0.5-1.6) 
Original research papers 3 (13.0) # 1 (5.0) # 0.82 1 0.610* 2.6 (0.3-23.1) 
Cochrane database or OTseeker 2 (8.7) # 3 (15.0) # 0.41 1 0.650* 0.6 (0.1-3.1) 
Other 7 (30.4) # 7 (35.0) # 0.10 1 0.750 0.9 (0.4-2.1) 
43v) Evidence contributed to understanding of client 17 (73.9) # 15 (71.4) 4.97 4 0.291 1.0 (0.7-1.5) 
43vi) Evidence related to client-oriented outcomes 11 (47.8) # 12 (57.1) 0.47 4 0.977 0.8 (0.5-1.5) 
# Missing data for one participant; not applicable response for remaining outstanding data. 
















Figure 10 shows the percentage of participants in each group who had accessed different evidence 
sources at least monthly in the preceding six months. 
 
 
Figure 10: Proportion in each group accessing sources of information at least monthly 
 
Reasons given for not using EBP are shown in Table 67. There were no significant differences 
between the groups.  
 
Table 67: Baseline reasons for not using EBP 
Item 
no. 





68 Consultants/supervisors/managers don’t 2 (8.3) 4 (25.0) 2.09 1 0.195* 0.3 (0.1-1.6) 
69 Don’t know how 17 (70.8) 9 (60.0) ** 0.49 1 0.485 1.2 (0.7-1.9) 
70 Don’t believe in it 2 (8.3) 0 (0.0) 0.20# 1 0.508* - 
71 Colleagues don’t 1 (4.2) 2 (12.5) 0.14# 1 0.553* 0.3 (0.0-3.4) 
72 Don’t have time 19 (63.3) 12 (75.0) 0.01# 1 1.000* 1.1 (0.7-1.5) 
73 Procrastination in changing old habits 4 (13.3) 4 (25.0) 0.06# 1 0.690* 0.7 (0.2-2.3) 
# Not applicable if the response to item 67 (Do you consider yourself an evidence-based practitioner?) was ‘yes’  
** Missing data for one participant 
* Fisher’s exact p, two-tailed 
 
Other reasons for not using EBP included lack of access to information sources at work, limited or 
absent evidence on specific topics, difficulty applying research from populations and settings 
different to those in SA, limited resources for implementing evidence-based interventions, lack of 























































Preferences for receiving evidence are shown in Table 68.  
 
Table 68: Preferences for receiving evidence 





Computer at home 14 (46.7) 10 (35.7) 0.72 1 0.397 1.3 (0.7-2.5) 
Computer at work 24 (80.0) 24 (85.7)   0.710* 0.9 (0.7-1.2) 
Hard copy 21 (70.0) 15 (53.6) 1.66 1 0.198 1.3 (0.9-2.0) 
* Fisher’s exact p, two-tailed 
 
8.7.1.6 Summary 
Participants in the IE and DE were well matched for demographic and practice variables and access 
to evidence sources. There was a trend for participants in the DE to be older and more 
experienced and to perceive themselves as evidence-based practitioners but these differences 
were not significant. Most had access to all sources of evidence either at home or at work but 
relatively few could access journals or academic libraries at work. Baseline objective knowledge 
was low in both groups while self-rated knowledge was high. There were no significant differences 
in knowledge between the groups. Attitudes to EBP were similar in both groups except that a 
significantly higher number in the DE considered themselves as evidence-based practitioners. 
There were no differences between the groups for perceived support for EBP from people at work, 
but few felt their practice settings were supportive of EBP. Self-rated behaviour was generally low 
with no significant differences between the groups. Although objective behaviour (audit scores) 
was slightly higher in the IE, this difference was not significant. The most commonly used sources 
of evidence were colleagues and textbooks with few having used research articles or evidence 
databases such as The Cochrane Library or OTseeker. The most common reasons for not using EBP 
were lack of time and knowledge. Participants indicated their preferred methods for receiving 
evidence were their work computers or hard copies. 
 
8.7.2 12 week measurements 
The two groups were compared at 12 weeks to detect differences in the dependent variables after 
the intervention. Forty-six participants completed the questionnaire. The median time period 
between attending the intervention and completing the questionnaire was 13.0 (range=10.0-22.0) 
















whose records were audited, nine either withdrew or did not complete the study; therefore 40 
participants were included in the final audit. Audits were conducted on records written 12 weeks 
after attending the intervention. Where possible, raters were kept consistent for each participant 
for both audits but this was not feasible for 14 of the 40 participants due to other commitments of 
the raters on the audit dates. 
 
8.7.2.1 Knowledge 
Descriptive statistics for 12-week SAFT and modified KABQ scores are depicted in Table 69. 
Although the IE had a higher median SAFT score this difference was not significant. Differences in 
median modified KABQ scores were also not significant. 
 
Table 69: 12-week knowledge scores for each group 
Item 
no. 
Item (possible score) IE (N=25) DE (N=21) Mann-Whitney U test p-value* 
Median (range) Median (range) 
 Total SAFT score (30) 21.0 (2.0-25.0) 19.0 (9.0-24.0) 182.5 0.078 
20 PICO (16) 16.0 (0.0-16.0) 14.0 (3.0-16.0) 171.5 0.044 
21 Study design (3) 1.0 (0.0-2.0) 2.0 (0.0-2.0) 188.5 0.103 
22 Sources of information (11) 5.0 (2.0-8.0) 4.0 (1.0-7.0) 199.5 0.166 
23-29 Modified KABQ knowledge sub-scale (35) 29.0 (20.0-35.0) 28.0 (24.0-35.0) 222.0 0.381 
* Two-tailed 
 
8.7.2.2 Attitudes to EBP 
The difference between the groups for ‘percentage of occupational therapy practice grounded in 
scientific evidence looking at patient outcomes’ was not significant at 12 weeks (U=190.5, 
p=0.632). Descriptive statistics for 12-week modified KABQ attitude scores are shown in Table 70. 
Median scores for all attitude sub-scales were relatively high in both groups. There were no 
significant differences indicating that the groups were comparable in their attitudes to EBP at 12 
weeks. 
 
Table 70: 12-week attitude scores for each group 
Item no. Sub-scale (possible score) IE (N=25) DE (N=21) Mann-Whitney U test p-value 
Median (range) Median (range) 
35-37, 42-43 Negative attitudes to EBP (25) 12.0 (9.0-18.0) 11.0 (9.0-16.0) 339.0 0.212 
32-34 Positive attitudes to EBP in general (15) 13.0 (7.0-15.0) 13.0 (9.0-15.0) 419.0 0.994 

















Frequencies for ‘feelings about incorporating evidence into practice’ at 12 weeks are shown in 
Table 71. Differences between the groups were not significant (chi-square=0.10, df=3, p=0.992). 
 
Table 71: 12-week readiness to use EBP 
Readiness for EBP IE (N=25) DE (N=21) Total (N=46) 
 No. (%) No. (%) No. (%) 
I routinely use evidence in my practice 0 (0.0) 0 (0.0) 0 (0.0) 
Begun using now and then 10 (40.0) 9 (42.9) 19 (41.3) 
Started making plans 5 (20.0) 4 (19.1) 9 (19.6) 
Thinking about it 8 (32.0) 6 (28.6) 14 (30.4) 
Not thinking about it 2 (8.0) 2 (9.5) 4 (8.7) 
Total 25 (100.0) 21 (100.1) 46 (100.0) 
 
Twelve of 25 participants in the IE (48.0%) considered themselves as evidence-based practitioners 
compared to eight of 21 in the DE (38.1%). These differences were however not significant (chi-
square=0.46, df=1, p=0.500, RR=0.8, 95% CI: 0.5-1.4). 
 
Perceived support for EBP in participants’ work environments is shown in Table 72. Most felt they 
had peer support but few felt their practice settings supported EBP. There were no significant 
differences between the groups in perceived support for EBP. 
 
Table 72: Perceived support for EBP at 12 weeks 
Item 
no. 





50 Peer support 21 (84.0) 14 (66.7)   0.298* 0.5 (0.2-1.4) 
51 Support from management 17 (68.0) 10 (47.6) 1.95 1 0.162 0.6 (0.3-1.2) 
52 Practice setting supportive 11 (44.0) 7 (33.3) 0.55 1 0.460 0.8 (0.5-1.3) 
* Fisher’s exact test 
 
8.7.2.3 EBP behaviour 
Table 73 contains descriptive statistics for EBP behaviour. Although median audit scores were 
higher in the IE than the DE the difference was not significant. 
 
Table 73: 12-week behaviour scores for the modified KABQ and audit checklist 
Item no. Instrument & sub-scale (possible score) IE (N=25) DE (N=21) Mann-Whitney U test p-value* 
Median (Range) Median (Range) 
13-21 KABQ: Sources of information used (45) 17.0 (11.0-24.0) 15.0 (10.0-21.0) 186.0 0.094 
25-31 KABQ: Impact of EBP on practice (35) 22.0 (14.0-30.0) 21.0 (13.0-25.0) 196.0 0.147 
  IE (N=22) DE (N=18)   
















Table 74 shows the descriptive statistics for numerical items measuring self-reported EBP 
behaviour.  
Table 74: 12-week EBP behaviour on the modified KABQ (numerical items) 
Item 
no. 
Item IE (N=25) DE (N=21) Mann-Whitney 
U test 
p-value 
(two-tailed) Median Range Median Range 
12 Frequency of needing evidence (times 
per month) 
3.0# 1.0-15.0 4.0# 1.0-15.0 176.0 0.136 
22 Frequency of looking up evidence (per 
month) 
2.0 0.0-7.0 1.0* 0.0-6.0 199.5 0.372 
23 Time spent finding/ looking for evidence 
(minutes) 
30.0 5.0-240.0 45.0# 10.0-
120.0 
214.5 0.421 
24 i) Time looking for evidence for client 
(minutes) 
25.0# 5.0-120.0 35.0# 5.0-120.0 192.5 0.266 
24 ii) Time since looking for evidence (weeks) 3.0# 1.0-16.0 4.0# 1.0-32.0 181.0 0.170 
# Missing data for one participant 
* Missing data for two participants
Responses to questions in item 24 on the most recent client for whom evidence was needed are
shown in Table 75. Twenty of 24 (83.3%) in the IE and 15 of 20 (75.0%) in the DE had found
evidence. The difference between groups was not significant (chi square=0.47, df=1, p=0.495, 
RR=1.1, 95% CI: 0.8-1.5). Participants who did not find evidence were not required to complete
items 24iv-vi. This was the case for four participants in the IE and five in the DE. As hypothesis 
testing was repeated for five items measuring the same construct, the Bonferroni correction was 
used to adjust the critical value to 0.01. Examination of the p-values showed none of them to be
significant at this level.
Table 75: Frequencies for items for the most recent client for whom evidence was required
Item 
no. 
Item IE (N=21) DE (N=16) Chi 
square 





24 iv) Sources where evidence was found 
Internet 15/21 (71.4) 12/16 (75.0) 1.000* 0.95 (0.6-1.4) 
Textbook 15/21 (71.4)* 6/16 (37.5) 4.26 1 0.039 1.9 (0.96-3.8) 
Original research papers 2/21 (9.5) 2/16 (12.5) 1.000* 0.8 (0.1-4.8) 
Cochrane database /OTseeker 5/21 (23.8) 3/16 (18.8) 1.000* 1.3 (0.4-4.5) 
Other 3/20 (15.0)* 2/16 (12.5) 1.000* 1.2 (0.2-6.3) 
24 v) Contribution of evidence to understanding 
of client 
15/21 (71.4) 11/16 (68.8) 1.000* 1.04 (0.7-1.6) 
24 vi) Evidence related to client-oriented 
outcomes 
12 (57.1) 8 (50.0) 0.746* 1.1 (0.6-2.1) 
* Missing data for one participant
** Missing data for two participants 
*# Missing data for three participants 
Although 12 of 25 participants in the IE (48.0%) considered themselves to be evidence-based 
practitioners compared to eight of 21 in the DE (38.1%), this difference was not significant (chi-
















themselves evidence-based practitioners were asked to give reasons for not using EBP. As shown 
in Table 76 differences between the groups were not significant. 
 
Table 76: Reasons for not using EBP at 12 weeks 
Reason IE (N=13) DE (N=13) Chi square df p-value RR (95% CI) 
No. (%) No. (%) 
Don’t have time 10 (40.09) 10 (47.6) 0.46 2 0.796 1.0 (0.7-1.5) 
Procrastination in changing old habits 4 (16.0) 6 (30.0) 1.26 2 0.533 0.6 (0.2-1.7) 
Consultants/supervisors/managers 
don’t 
0 (0.0) 4* (20.0) 5.50 2 0.064* 0.0 (-) 
Don’t know how 0 (0.0) 4 (19.1) 5.22 2 0.074 0.0 (-) 
Don’t believe in it 0 (0.0) 0 (0.0) - - - - 
Colleagues don’t 0 (0.0) 0 (0.0) - - - - 
* Fisher’s exact p, two-tailed 
 
Four participants in the IE and six in the DE identified other reasons for not using EBP. The main 
reason was lack of or limited access to resources at work (7/10). Five specifically mentioned lack of 
internet access at work and one stated that journals at work were outdated. One participant said 
there was no evidence in her field of practice and another wrote that searching was ‘difficult, 
time-consuming and slow’. 
 
8.7.2.4 Barriers to EBP 
Barriers to EBP at 12 weeks are presented in Figure 11 and Table 77.  
 
 































































































































































































































































Due to conducting multiple analyses, the Bonferroni correction was used to adjust the critical 
value to 0.003. One barrier was rated significantly higher for the DE (difficulty accessing journals). 
 
Table 77: Barriers to EBP for each group 
Barrier IE (N=25)** DE (N=21)** Chi square df p-value RR (95% CI) 
No. (%) No. (%) 
Lack of time 23 (92.0) 19 (90.5)   1.000* 1.0 (0.9-1.2) 
Large work/caseload 22 (88.0) 17 (81.0)   0.686* 1.1 (0.8-1.4) 
Lack of interest and support from 
supervisor/HoD 
2 (8.0) 8 (38.1)   0.028* 0.2 (0.1-0.9) 
Lack of interest/support from management 4 (16.0) 5 (23.8)   0.711* 0.7 (0.2-2.2) 
Own lack of interest and enthusiasm 4 (16.0) 2 (9.5)   0.673* 1.7 (0.3-8.3) 
Professional isolation 2 (8.0) 2 (9.5)   1.000* 0.8 (0.1-5.5) 
Entrenched behaviours and habits at work 3 (12.0) 9 (42.9)   0.023* 0.3 (0.1-0.9) 
Difficulty accessing a computer 12 (48.0) 12 (57.1) 0.38 1 0.536 0.8 (0.5-1.5) 
Difficulty accessing journals 9 (36.0) 18 (85.7)   0.001* 0.4 (0.2-0.7) 
Limited searching skills 9 (36.0) 9 (42.9) 0.23 1 0.635 0.8 (0.4-1.7) 
Limited critical appraisal skills 13 (52.0) 12 (57.1) 0.12 1 0.727 0.9 (0.5-1.5) 
Use of research evidence not a priority at 
workplace 
4 (16.0) 6 (28.6) 
  0.475* 0.6 (0.2-1.7) 
Lack of evidence to support what we do in OT 9 (36.0) 8 (38.1) 0.02 1 0.883 0.95 (0.4-2.0) 
Limited support for continuing education at work 2 (8.0) 4 (19.1)   0.390* 0.4 (0.1-2.1) 
Large volume of published research 7 (28.0) 7 (33.3) 0.15 1 0.695 0.8 (0.4-2.0) 
Limited resources and funding to support EBP 5 (20.0) 4 (19.1)   1.000* 1.1 (0.3-3.4) 
Benefits and advantages of adopting EBP unclear 2 (8.0) 2 (9.5) 0.03 1 0.855 0.8 (0.1-5.5) 
** No missing data 
* Fisher’s exact p, two-tailed 
 
Similar proportions of participants from each group (IE: 17/24, 70.8%; DE: 15/21, 71.4%) had tried 
to overcome barriers. This difference was not significant (chi-square=0.00, df=1, p=0.965, RR=0. 
99, 95% CI: 0.7-1.4). Strategies participants used to overcome barriers included making use of 
university electronic databases or accessing a university library (9/46, 19.6%), making time at work 
or at home to conduct searches and read journal articles (15/46, 32.6%), starting or participating 
in an evidence-based journal club or study group (4/46, 8.7%), practicing appraisal skills (1/46, 
2.2%), further training (3/46, 6.5%), requesting computers and internet access (5/46, 10.9%) and 
asking an experienced therapist for guidance (1/46, 2.2%). One participant wrote: ‘we assigned an 
internet hour per month to the OTs to use internet at home/internet café for better access. We will 
then share our findings in the department’. 
 
Table 78 shows preferences for receiving evidence. The first choice for both groups was their work 
computer and the second was receiving a hard copy. There were no significant differences 

















Table 78: Preference for receiving evidence at 12 weeks 
Preference IE (N=25) DE (N=21) Chi square df p-value RR (95% CI) 
No. (%) No. (%) 
Computer at home 12 (48.0) 5 (23.8) 2.87 1 0.090 2.0 (0.9-4.8) 
Computer at work 21 (84.0) 19 (90.5)   0.673* 0.9 (0.7-1.2) 
Hard copy 17 (68.0) 14 (66.7) 0.01 1 0.923 1.0 (0.7-1.5) 
Other 3 (12.0) 0 (0.0)   0.239* - 
* Fisher’s exact p, two-tailed 
 
8.7.2.5 Summary 
Analysis revealed a significantly higher PICO score for the IE at 12 weeks but no other significant 
differences in knowledge. Attitudes to EBP were generally positive in both groups with no 
significant differences. Most participants felt supported by peers but few felt their practice 
settings were supportive of EBP. Approximately 40% in each group had started using EBP now and 
then. There were no significant differences between the groups with regard to accessing evidence 
or sources of evidence used. Although the IE scored higher than the DE on the 12-week audit, this 
difference was not significant. The most frequently reported reasons for not using EBP were lack 
of time and procrastination in changing habits. This was confirmed by the high percentage 
indicating that the greatest barriers to EBP were lack of time and high caseloads. A significantly 
higher number of participants in the DE reported difficulty accessing journals as a barrier to EBP. A 
high proportion of the entire group reported various strategies to overcome barriers but there 
were no differences between the groups in trying to overcome barriers. The preferred choice for 
receiving evidence was on work computers followed by a hard copy. 
 
8.7.3 Within-group changes between baseline and 12 weeks 
As there were few variables for which significant differences were detected at 12 weeks, a per-
protocol analysis was conducted to examine within-group changes to gauge the effects of each 
intervention. Baseline and 12-week data were compared using the Wilcoxon matched-pairs test.  
 
8.7.3.1 Knowledge 
Figure 12 provides a graphical presentation of descriptive statistics for baseline and 12-week total 


























































Figure 12: Box-and-whisker plots for baseline and 12-week total SAFT scores 
 
Table 79 shows the results of the analysis of within-group changes in knowledge. SAFT scores 
increased significantly in both groups, while modified KABQ scores increased significantly in the IE 
but not the DE. 
 
Table 79: Within-group comparison of knowledge scores 
Instrument (possible 
score) 
IE (N=25) DE (N=21) 
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8.7.3.2 Attitudes to EBP 
Opinions on the percentage of occupational therapy practice based on evidence related to client 



















Table 80: Percentage of occupational therapy practice grounded in evidence 
IE (N=25) DE (N=21) 









N T (Z) p-
level 






15 23.5 (2.1) 0.038 20# 42.5  
(5.0-80.0) 
19# 40.0  
(10.0-75.0) 
13 28.0( 1.2) 0.221 
* Missing data for two participants at baseline and three at 12 weeks 
# Missing data for one participant at baseline and two at 12 weeks 
 
Negative attitudes to EBP decreased significantly in the IE but not the DE (see Table 81). 
 
Table 81: Within-group comparison of modified KABQ attitude scores 
Item (possible score) IE (N=25) DE (N=21) 
Baseline 12 weeks Wilcoxon matched 
pairs 
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Table 82 compares feelings about incorporating evidence into practice at baseline and 12 weeks.  
 
Table 82: Within-group comparison of readiness to use EBP 
Stage of change IE (N=25) DE (N=21) 
Baseline 12 weeks Baseline 12 weeks 
No. (%) No. (%) No. (%) No. (%) 
Routinely use evidence in practice 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 
Begun using 11 (44.0) 10 (40.0) 9 (45.0) 9 (42.9) 
Made plans 4 (16.0) 5 (20.0) 2 (10.0) 4 (19.1) 
Thinking about it 9 (36.0) 8 (32.0) 9 (45.0) 6 (28.6) 
Not thinking about it 1 (4.0) 2 (8.0) 0 (0.0) 2 (9.5) 
Total 25 (100.0) 25 (100.0) 20 (100.0)* 21 (100.1) 
* Missing data for one participant 
 
The test of marginal homogeneity revealed that the distribution of different values at baseline and 
12 weeks were equally likely (MH statistic=64.0, SE=3.5, p=0.886). 
 
Table 83 tracks the movement (or lack thereof) of participants across the stages of readiness to 
use EBP. Figures on the diagonal in bold italics indicate participants who remained at the same 
stage (n=23), while those above the diagonal progressed in their readiness to use EBP (n=10) and 















Table 83: Changes in readiness to use EBP 







plans to use 
EBP 
Begun using 
EBP now and 
then 
Not thinking about using EBP 1 0 0 0 1 
Thinking about using EBP 2 8 3 5 18 
Started making plans to use EBP 0 2 2 2 6 
Begun using EBP now and then 0 4 4 12 20 
Total 3 14 9 19 45 
8.7.3.3 EBP behaviour 
Changes in behaviour scores are shown in Table 84. The within-group change in audit score was 
significant for the IE but not the DE.  
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KABQ: Impact of 














IE (N=22) DE (N=18) 













Figure 13 presents box-and-whisker plots of the descriptive characteristics of baseline and 12
week audit scores for each group.
Figure 13: Box-and-whisker plots for baseline and 12 week audit scores 











































A comparison of descriptive data for numerical modified KABQ behaviour items is shown in Table 
85. The median time spent looking for evidence for the most recent client improved by five 
minutes in the IE but deteriorated by five minutes in the DE. The perceived frequency of needing 
evidence decreased in both groups. Median scores for the remaining items remained consistent in 
the IE but deteriorated in two of the four items in the DE.  
 
Table 85: Within-group comparison of modified KABQ behaviour items 
Item IE DE 









Frequency of needing evidence (times per month) 22 5.5  
(1.0-31.0) 
24 3.0  
(1.0-15.0) 
19 5.0  
(0.0-50.0) 
20 4.0  
(1.0-15.0) 
Average frequency looking up evidence (monthly) 24 2.0  
(1.0-10.0) 
25 2.0  
(0.0-7.0) 
19 2.0  
(0.0-5.0) 
19 1.0  
(0.0-6.0) 
Average time spent looking for evidence (minutes) 23 30.0  
(5.0-120.0) 
25 30.0  
(5.0-240.0) 
20 30.0  
(0.0-50.0) 
20 45.0  
(10.0-
120.0) 
Time spent looking for evidence for most recent client 
(minutes) 
23 30.0  
(5.0-120.0) 
24 25.0  
(5.0-120.0) 
19 30.0  
(5.0-180.0) 
20 35.0  
(5.0-
120.0) 
Time since looking for evidence for above-mentioned 
client (weeks) 
22 3.0  
(0.6-52.0) 
24 3.0  
(1.0-16.0) 
18 4.0  
(1.0-28.0) 
20 4.0  
(1.0-32.0) 
 
The Wilcoxon matched-pairs test revealed no significant within-group differences (see Table 86). 
 
Table 86: Within-group changes in numerical modified KABQ behaviour items 
Item IE DE 
N T Z p-level N T Z p-level 
Frequency of needing evidence (times per month) 18 45.5 1.74 0.082 16 44.5 1.22 0.224 
Frequency of looking up evidence (times per 
month) 
15 42.0 1.02 0.307 14 39.0 0.85 0.397 
Time spent finding/ looking for evidence (minutes) 17 71.5 0.24 0.813 12 14.5 1.92 0.055 
Time looking for evidence for client (minutes) 15 49.5 0.60 0.551 15 55.5 0.26 0.798 
Time since looking for evidence (weeks) 18 70.0 0.68 0.500 13 42.0 0.24 0.807 
 
8.7.3.4 Summary 
Knowledge, attitude and behaviour scores for each group were not significantly different at 
baseline or 12 weeks. Within-group differences were examined to evaluate whether there were 
any indications of one intervention being more effective than the other. Within-group 
improvements in knowledge on the SAFT were significant for both groups. In addition, the IE 
















of occupational therapy practice grounded on evidence’, the negative attitude sub-scale (reduction 
in negative attitudes to EBP) and audit scores.  
 
8.7.4 Assessment of the OT EBP trial 
The quality of the OTEBP trial was evaluated using a risk of bias table (Higgins and Altman, 2008) 
which is shown in Table 87. 
 
Table 87: Risk of bias table for OTEBP study 
Entry Judgement Description 
Adequate sequence generation? Yes Detailed description of procedure used for coin tossing. Matched pairs were used 
to ensure equal allocations to each group. To reduce the likelihood of allocations 
being changed, the PI and research assistant conducted the coin tossing procedure 
together. 
Allocation concealment? No Coin tossing used, therefore no concealment was applied. Involved a second 
person in generating the allocation sequence to reduce the risk of allocation bias. 
Blinding? (participant reported 
outcomes) 
Yes Outcome assessors for the audit were blinded. The SAFT was scored independently 
by the PI and a research assistant. The research assistant grading the SAFT was 
blinded to allocation. Questionnaires were numbered so participants names could 
not be linked to their responses. The PI ensured the list that linked names and 
numbers was not referred to when she graded the SAFT. Participants were not 
blinded but were not given any information about which intervention was 
considered more effective. The provider of both interventions was the PI who 
could not be blinded. To prevent too much variation between repeats of sessions 
and to ensure that the IE and DE were conducted as planned, an observer 
attended every session and rated the provider using a checklist. Observations on 
each session were also recorded. The PI conducted the analysis and therefore 
blinding was not possible. 
Incomplete outcome data addressed? Yes At 12 weeks, 5/30 missing from IE (5 lost to follow up – reasons reported on 
CONSORT flow diagram) and 7/28 missing from DE (5 lost to follow-up – reasons 
reported on CONSORT flow diagram, and 2 missing questionnaires). 
Free of selective reporting Yes CONSORT 2010 adhered to in reporting. All outcomes reported. Non-significant 
findings included. 
Free of other bias? Yes Analysis showed that groups were similar in all characteristics at baseline. The 
study ended at 12 weeks as planned. 
 
The risk of bias was low. Although lack of allocation concealment could potentially have 
introduced bias, the analysis showed that the groups were similar at baseline in all respects. The 
likelihood of allocation bias is therefore low indicating that any changes that occurred in either 
group can reasonably be attributed to the intervention. 
 
8.8 Discussion 
The OTEBP trial compared the effectiveness of an IE and DE in improving EBP knowledge, attitudes 
and behaviour in occupational therapists at 12 weeks. This study is, to the PIs knowledge, the first 
RCT investigating the effectiveness of educational interventions with occupational therapists. It is 
















constrained context. In this regard, the study provides valuable information for the occupational 
therapy profession.  
 
The trial results are discussed in five sections. The first section provides a summary of the main 
findings and the second outlines the profile of the study participants. Section three discusses the 
effectiveness of the educational interventions in improving EBP knowledge, attitudes and 
behaviour by presenting the differences between the groups at the end of the trial and examining 
the within-group changes that occurred. Section four discusses the generalisability of the findings 
and section five focuses on the strengths and limitations of the trial. 
 
8.8.1 Main findings of the trial 
The lack of significant differences between the IE and DE at 12 weeks was disappointing and 
suggests equivalence of the two interventions. This concurs with a systematic review (Forsetlund 
et al., 2009) which identified one study that compared didactic and interactive educational 
interventions and found no significant differences between them. Possible reasons for this finding 
are discussed in section 8.8.3. To determine any trends towards one intervention being more 
effective, within-group changes were examined. These revealed significant improvements in total 
SAFT scores (knowledge) in both groups. The IE also improved significantly in the modified KABQ 
knowledge sub-scale, an attitude item and sub-scale, and audit (objective behaviour) scores 
suggesting it may have potential to be more effective than the DE. This deduction supports the 
conclusion of the systematic review that interventions with some interaction are more effective 
(Forsetlund et al., 2009), but this needs to be tested in a larger trial. The findings are discussed in 
more detail in section 8.8.3. 
 
8.8.2 Profile of participants and sample size 
Demographic and practice profiles for participants were well matched in each group at baseline as 
shown by the lack of significant differences for these variables. Missing data for participants lost to 
follow up at 12 weeks were not imputed and therefore participants with missing outcomes were 
excluded in the 12-week analysis. In so doing, however, the power of the trial was reduced further 
















outcome data were available for 25 participants in the IE and 21 in the DE for the primary 
outcome, and all secondary outcomes apart from audit data for which there were 22 in the IE and 
18 in the DE. These numbers are substantially lower than the calculated sample size of 55 for each 
group and may have prevented some of the analyses from reaching statistical significance. This 
was difficult to avoid due to the lack of information about the primary outcome measure to 
calculate the sample size prior to recruitment. Although the maximum possible number of 
participants was recruited, this was insufficient. One way of overcoming this problem would be to 
include occupational therapists working in other sectors such as education or private practice. 
However, this would have increased the complexity of conducting the trial. 
 
8.8.3 Effectiveness of the IE and DE in increasing EBP knowledge, attitudes and behaviour 
8.8.3.1 EBP knowledge 
The low level of knowledge at baseline was expected considering the few occupational therapists 
who had received EBP training and the limited opportunities available reported in Chapter 4. This 
finding is consistent with several other studies of occupational therapists (Bennett et al., 2003b, 
McCluskey, 2003b, Sweetland and Craik, 2001, Upton, 1999a, Upton and Upton, 2006) and is not 
unique to SA. The wide confidence intervals in baseline SAFT scores (refer to Figure 12) were 
probably due to the small sample size. As the SAFT was modified from the AFT (McCluskey and 
Bishop, 2009, McCluskey and Lovarini, 2005), direct comparisons with the AFT cannot be made 
although trends can be determined. A before-after study of Australian occupational therapists 
reported low baseline AFT scores with only 19% of the sample (N=114) obtaining a score of 50% 
(McCluskey and Lovarini, 2005). Of the total OTEBP trial sample, 48% scored at least 50% on the 
SAFT. As the SAFT was simplified because of the anticipated low EBP knowledge, it was reasonable 
to expect SAFT scores to be higher than AFT scores.  
 
Although median SAFT scores improved substantially between baseline and 12 weeks in both 
groups, these changes were not significant when 12-week scores were compared. Two of the 81 
studies included in a systematic review of educational interventions (Forsetlund et al., 2009) 
compared interactive and didactic educational interventions. One of the two studies had low or 
















these were not significant. This finding is supported by the OTEBP trial. Examination of within-
group changes in the OTEBP trial revealed that both interventions significantly improved SAFT 
scores, but the IE also showed a significant improvement in modified KABQ knowledge scores. 
Forsetlund et al (2009) concluded that overall, educational interventions are more effective when 
an interactive component is included. Within-group changes in the OTEBP trial suggest that the IE 
may have been more effective, and that had a larger sample size been used, significant 
improvements in knowledge may have been detected at 12 weeks. Improvement in DE SAFT 
scores probably occurred because baseline knowledge was low and therefore any mode of 
education was likely to make a difference. A before-after study of occupational therapists in 
Australia similarly reported a significant improvement in knowledge (improved AFT scores) 
immediately after an interactive EBP workshop and eight months later(McCluskey and Lovarini, 
2005).  
 
8.8.3.2 Attitudes to EBP 
Participants had positive attitudes towards EBP as shown by the high percentage supporting its 
principles, being willing to use it, and agreeing it was the future standard of care. However, few 
found it easy to find evidence and many felt it t ok too much time. This finding concurs with 
studies in Australia, Canada, the UK and the US which identified time as the greatest barrier to 
implementing EBOT (Bennett et al., 2003b, Curtin and Jaramazovic, 2001, Dubouloz et al., 1999, 
Dysart and Tomlin, 2002, Humphris et al., 2000, McCluskey, 2003b, Salls et al., 2009, Upton, 
1999b).  
 
The lack of significant differences between the groups in attitude scores at 12 weeks shows that 
neither intervention had any effect on attitudes. Some significant changes in attitudes were 
identified in the IE for the within-group analysis suggesting that the IE may have been more 
effective in shifting attitudes than the DE. There were no significant differences in the number of 
participants at each stage of implementing EBP. Unlike the study by McCluskey and Lovarini (2005) 
where most participants moved from the stage of contemplation to the stage of action, there was 
very limited movement across the stages of implementing EBP in the current trial. According to 
Smith et al (2004) changing behaviour at the individual level requires the individual to identify the 














They concluded that not everyone involved in a programme aimed at changing practice will 
actually implement the changes recommended (Smith et al., 2004). The greater emphasis on 
knowledge and skills in the two interventions in the OTEBP trial and the limited time available, 
precluded time being spent on specific strategies to change attitudes positively. 
More participants in the IE felt supported by peers and management in accessing and using 
evidence but these differences were not significant. This finding concurs with that of Stevenson et 
al (2004) who found that a greater number of physiotherapists receiving an evidence-based 
education intervention compared to a standard in-service training programme felt they had 
support from managers at three and six months. 
8.8.3.3 EBP behaviour
At 12 weeks, more than 70% in each group reported success finding evidence but most had found
it on the internet or in a textbook. Few had referred to research articles but there was an increase 
in the number who had accessed articles in the Cochrane database/OTseeker. Although many 
reported that the evidence had increased their understanding of the client, it did not seem to
affect their client management or outcomes. Additionally, EBP was not discussed or raised by 
many in ward rounds, team meetings or clinics. Almost all participants reported difficulty using
EBP in the previous month and few considered it a routine part of their work, but the majority felt
confident in their decision-making suggesting strong reliance on clinical experience. A study of
occupational therapists (McCluskey and Lovarini, 2005) and one of public health physicians 
(Forsetlund et al., 2003) similarly found little difference in EBP behaviour after an educational 
intervention, even with a follow-up period of 1.5 years. Forsetlund et al (2003)concluded that
despite the lack of behaviour change, changes in knowledge and attitudes may precede changes in
behaviour. This view was supported by McCluskey and Lovarini (2005) who emphasised that
application of EBP requires ‘a major change in values and priorities, habits and routines’ at both
individual and organisational levels.
In support of the survey findings (chapter 4), most participants had access to all sources of 
information but some only had access outside work. Unsurprisingly, the least accessible sources 














textbooks and colleagues. This is similar to studies of occupational therapists elsewhere (Bennett
et al., 2003b, Curtin and Jaramazovic, 2001, McCluskey, 2003b, Salls et al., 2009). Although there 
were no significant changes in EBP use or sources of information used in the IE or DE, at 12 weeks, 
there was an increase in the proportion using textbooks in the IE. Reliance on textbooks has been
reported in studies of other health professionals. For example, a study involving doctors in five 
developing countries showed the most common source of information to guide practice in treating 
pneumonia was textbooks with computer searches hardly being used (Page et al., 2000). Although
the IE indicated a greater need for evidence at 12 weeks, their frequency of looking for evidence
remained unchanged, while the frequency of needing and looking for evidence decreased in the 
DE. These differences were however, not significant. This finding compares to McCluskey and
Lovarini’s (2005) findings of a significant reduction in the proportion of occupational therapists 
searching for evidence after an EBP workshop. They concluded that the intervention had not been
successful in changing behaviour in research use. By contrast, a multifaceted EBM intervention
with 47 doctors in a department of medicine in the UK, was effective in improving practice (Straus
et al., 2005). Interestingly, none of the doctors involved in this study had prior EBM training and
yet, after seven hours of training, significantly more of their patients received interventions shown
to be beneficial in RCTs (Straus et al., 2005).
The greatest barrier to EBP in both groups in the OTEBP trial was time which has been reported as 
a major barrier to EBP in previous studies (Bennett et al., 2003b, Curtin and Jaramazovic, 2001, 
Humphris et al., 2000, McCluskey, 2003b, Metcalfe et al., 2001, Upton, 1999c). Interestingly,
educational interventions have not been effective in addressing time as a barrier to EBP as 
evidenced in a before-after study where a significantly higher number of occupational therapists 
reported time as a barrier after attending an EBP workshop. This concern had not diminished at
follow-up eight months later (McCluskey and Lovarini, 2005). The second highest barrier in the 
OTEBP trial was a large work/caseload which would result in less time for other activities, such as 
EBP, and is therefore likely to be closely associated with lack of time. Workload pressures and
large caseloads have previously been identified as barriers to EBOT (Humphris et al., 2000, 
McCluskey, 2003b). As an item on barriers was not included in the baseline questionnaire, changes 
















Confirming the findings of McCluskey and Lovarini (2005), more participants reported limited 
appraisal skills compared to search skills. This is not surprising as it is likely that more time is spent 
searching for information than appraising it due to the greater amount of time and effort required 
for critical appraisal. Most participants in McCluskey and Lovarini’s (2005) study, recognised that 
confidence in appraising research requires practicing appraisal skills which demands more time in 
an already busy work schedule. Lack of EBP knowledge, and or skills, is not unique to occupational 
therapists in SA and has been reported in studies of occupational therapists in Canada, Australia, 
the UK and the US (Bennett et al., 2003b, Dubouloz et al., 1999, Dysart and Tomlin, 2002, 
McCluskey, 2003b, Pain et al., 2004). Lack of confidence in search and appraisal skills can be 
overcome as shown in a study of physiotherapists where confidence levels increased significantly 
six months after attending an EBP educational intervention compared with those who received a 
standard in-service training programme (Stevenson et al., 2004).  
 
Lack of access to information sources was identified as a barrier for over 50% of participants in the 
OTEBP trial. Lack of access to a computer and journals at work were of particular concern to 
participants. Lack of appropriate resources (Curtin and Jaramazovic, 2001, Salls et al., 2009) and 
lack of convenient access to resources (Dysart and Tomlin, 2002, McCluskey, 2003b) have been 
acknowledged as barriers to EBP. Unlike previous studies (Dubouloz et al., 1999, Salls et al., 2009), 
lack of support was not considered a barrier by many participants. Lack of evidence to support 
occupational therapy practice was perceived to be a barrier by 37% in the OTEBP trial, and concurs 
with previous occupational therapy studies (Bennett et al., 2003b, McCluskey, 2003b, Pain et al., 
2004). 
 
As pointed out by Dans et al (2004), while most barriers to EBP may appear daunting, creative 
ways of overcoming them should be devised so that patients receive the best possible care. For 
example, in response to limited access to electronic databases, Philippine doctors embarked on an 
active process of convincing administrative heads that access to such databases would help them 
in their practice. Although this process took a long time, it culminated  in the provision of access to 
the databases they required (Dans et al., 2004). The high number of participants who had tried to 
overcome barriers to EBP was encouraging. They reported a variety of strategies such as accessing 
















computers and internet access; starting or participating in evidence-based journal clubs or study 
groups; getting further training; and, practicing skills. Participants tried to be pro-active in 
overcoming barriers rather than allowing these to deter them from trying to use EBP. Similar 
strategies have been identified in previous studies. Humphris et al (2000) and Upton (1999c) 
identified time at work for research activities as enablers of EBP. Other enablers include education 
sessions on using research findings (Curtin and Jaramazovic, 2001, Humphris et al., 2000, Salls et 
al., 2009), commitment from management (Upton, 1999c), access to relevant resources (Curtin 
and Jaramazovic, 2001, Upton, 1999c) and more effective dissemination of evidence (Upton, 
1999c). Five participants in the OTEBP study requested computers and internet access, but some 
were unsuccessful. Lack of access to the internet and electronic databases to locate evidence at 
work when such information is needed is an important barrier to EBP and should be addressed by 
the DOH. 
 
A significantly higher number in the DE group reported difficulty accessing journals as a barrier to 
EBP. It could be that the DE was less effective in addressing strategies to overcome this barrier. 
The IE included a small group activity in which participants identified the barriers they 
encountered in their workplace and suggested strategies they could implement to overcome 
them, whereas the DE was given a list of possible ways in which they could start using EBP. The DE 
did not require participants to examine perceived barriers or consider ways in which these could 
be addressed. Although barriers were not measured at baseline, another possibility is that the DE 
differed from the IE in this respect. This finding concurs with the assertion of Stevenson et al 
(2004) that a lack of skills rather than attitudes is the main barrier to implementing EBP. Strategies 
to target practical needs should therefore be developed and included in educational interventions.  
 
The low median audit scores at baseline and 12-weeks show that participants were not 
documenting their practice sufficiently to enable them to use their documents as evidence. 
Incomplete documentation was similarly identified in an audit of occupational therapy stroke 
records at an academic hospital in SA (Mlambo et al., 2004). The researchers concluded that 
appropriate documentation ‘cannot be over-emphasised, especially in this era of evidence-based 
practice’ (Mlambo et al., 2004, p 13). It was disappointing that there were no significant 
















contained a discussion session on evidence-based record-keeping. The significant within-group 
improvement in audit scores in the IE suggests that this intervention was more successful in 
changing behaviour in documentation. A post-hoc power calculation revealed that the study was 
underpowered and therefore significant changes may have occurred but were not detected 
because the sample size was too small (type II error). Had the sample size been larger, significant 
changes may have been identified.  
 
It is acknowledged that a 12-week period is too short to expect a noticeable change in practice. A 
RCT of public health physicians in Norway found no change in application of evidence 18 months 
after an intervention even though EBP knowledge improved (Forsetlund et al., 2003). They 
commented that this time period may have been too short to detect the use of evidence in 
practice. McCluskey and Lovarini (2005) measured outcomes immediately after an educational 
workshop and eight months later and similarly found that while knowledge and skills had 
improved, there was no change in practice. A cluster RCT conducted in Mexico City found that 
improved knowledge and skills in using the WHO Reproductive Health Library (RHL) resulted in 
greater access to and use of the RHL but did not lead to any substantial changes in practice within 
four to six months (Gulmezoglu et al., 2006). On the other hand, a SA study established that a 
focused programme was effective in changing some aspects of obstetric practice but the 
researchers emphasised the importance of individual, social and organisational factors in effecting 
behaviour change (Smith et al., 2004). Considering the rapid staff turnover, the state of flux in the 
SA health system, and the timing of the training in this study, it was not feasible to measure the 
outcomes beyond three months due to the likelihood of a high loss of participants to follow-up. It 
was therefore encouraging that a significant within-group improvement in knowledge was 
identified in the IE. Had the sample size been larger, a significant difference in 12-week knowledge 
scores between the groups may have been detected. The significant within-group increase in 
mean audit score in the IE was not anticipated, but is again encouraging in light of the short period 
of follow-up and the limited intervention. This finding runs counter to the assertion of Smith et al 
(2004, p 119) that ‘change is an unpredictable process that requires time and sustained effort’ and 
that trials aimed at changing practice should therefore not have short follow-up periods. The 
results support the role of limited interventions in resource-constrained healthcare contexts in the 


















The context for the OTEBP trial is described in 8.5 and the Methods and Results sections so that 
researchers and clinicians can determine the similarity of their populations to that of the current 
study. Baseline comparisons on identified prognostic indicators (refer to Table 55) are also useful 
in this regard. Findings may be generalised to occupational therapists working in the public health 
sector in the Western Cape and other urban areas in SA. As the intervention was not context-
specific, there is no reason to expect that findings cannot be generalised to occupational 
therapists employed in the public health sector in rural areas excepting that resources may be 
even more limited. The extent to which the findings are applicable to occupational therapists 
working in other sectors, such as private practice, or other government departments, such as the 
Department of Education, is uncertain. Study findings may apply to other resource-constrained 
contexts in which occupational therapists work.  
 
The fact that participants were self-selected due to the ethical requirement of obtaining informed 
consent means that the effects of the intervention may have been biased towards a more positive 
result as these participants may have been more motivated to learn about and apply EBP than 
those who declined. Findings may therefore not be generalisable to all occupational therapists but 
rather to those who are at least intere ted in learning more about EBP. 
 
8.8.5 Strengths and limitations 
Strengths of the trial include careful reporting by adhering to CONSORT 2010 (Moher et al., 2010, 
Schulz et al., 2010) and its extension for pragmatic trials (Zwarenstein et al., 2008), and the use of 
an ITT analysis. According to Moher et al (2010) an ITT analysis should include two conditions. 
Firstly all participants must be included in the analysis and secondly, all participants must be 
analysed in their allocated groups. Care was taken to ensure that participants were analysed in 
their allocated groups. Attrition bias was dealt with by reporting the number of participants lost to 
follow-up and their reasons for not completing the trial. All participants were accounted for at the 


















Five participants were lost to follow-up in each group and, at the end of the trial two 12-week 
questionnaires were missing for the DE. Data from the missing questionnaires could not be 
collected again as it was past the 12-week outcome measurement period. Analysis of change 
between baseline and 12 weeks therefore only included participants who had completed baseline 
and 12-week questionnaires and audits (per-protocol analysis). While methods for imputing81 
missing data may allow an ITT analysis to be conducted in its absolute form, these were not used 
in the OTEBP study as they rely on making assumptions about the missing data which introduces 
uncertainty and the possibility of bias (Hollis and Campbell, 1999, Moher et al., 2010). Conversely, 
excluding participants with missing outcome data from the analysis may have introduced bias if 
participants were lost to follow-up due to the intervention (Moher et al., 2010). This is 
problematic if the number of participants lost to follow-up, or reasons for dropping out, differs 
between groups (Moher et al., 2010). In trials where the data for all participants is not included in 
the analysis, the number excluded must be reported and the possibility of attrition bias discussed 
(Juni et al., 2001). In the OTEBP trial, the numbers lost to follow-up in each group and the reasons 
for non-completion were similar. It is therefore unlikely that participants left the study because of 
the interventions.  
 
A third strength of the study was the comparison of an IE with a DE, rather than against no 
intervention. This allowed the PI to determine whether a shorter intervention (DE) could be 
equally effective in a resource-constrained setting where cost-effectiveness is paramount. This 
decision was based on a systematic review that concluded that interactive educational 
interventions were more likely to be effective than didactic ones but that the latter could have an 
effect on practice (Forsetlund et al., 2009). The OTEBP study enables comparison of a more 
intensive (IE) and a less intensive (DE) intervention by providing details of the interventions such 
as group size, number and length of sessions, and follow-up period as outlined in the implications 
for research in the aforementioned systematic review (Forsetlund et al., 2009). 
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A fourth strength of the study was the inclusion of both subjective and objective measurements of
knowledge and behaviour as in the study by Gϋlmezoglu et al (2006). A number of previous 
educational evaluation studies have relied on self-reports which can over-estimate the actual
practice situation (Gulmezoglu et al., 2006). Having an objective measure of behaviour provided a 
more accurate idea of the extent to which EBP was being implemented. Pilot testing of the 
instruments revealed sufficient validity and reliability for measuring the trial outcomes. The 
primary outcome instrument (SAFT) had good to excellent reliability and a large effect size, and
was therefore able to detect clinically important change over time (Jerosch-Herold, 2005, Kirshner
and Guyatt, 1985). Secondary outcome measures had at least fair test-retest reliability thereby 
providing adequate confidence that changes occurring between baseline and 12 weeks could be
attributed to the intervention. Although the audit checklist had reasonable IRR, this was further 
improved by the PI checking that audit ratings were applied consistently for each record. The 
effect size for the audit checklist was small which could indicate that the intervention did not
result in any change or alternatively that the change was not clinically significant. However, a
significant within-group change occurred in the IE. It is therefore reasonable to assume that the 
audit checklist was responsive but that the change that occurred was not clinically significant.
To reduce the risk of detection bias in the OTEBP trial, outcome assessors for the audit were
blinded. Although the PI scored the SAFT (primary outcome) the questionnaires were numbered
and the list linking participant names and numbers was not referred to during scoring. As this 
could raise questions about bias being introduced, the study would have been improved by having 
a blinded assessor scoring the SAFT. Blinding of the provider and data analyst was not possible as 
both functions were performed by the PI. To reduce the risk of bias resulting from the PI also
being the provider, an observer attended all intervention sessions and checked that the planned
format was adhered to by checking items against a standard checklist. Analysis was checked
several times for accuracy by the PI and discussed with an external statistician. 
Although participants were not blinded to allocation, no information was given as to which 
intervention was thought to be more effective, thereby decreasing the risk of performance bias. 
To decrease the possibility of other variables influencing the study outcomes, the ‘teacher’ and 
















IE, which was conducted in a computer laboratory. The PI conducted the educational interventions 
for the IE and the DE except for the appraisal session for session 1 of the IE. The main difference 
between the groups was in the participants (learners). 
 
The failure of the trial to detect significant changes in knowledge, attitudes or behaviour between 
the IE and DE, was probably due to the small sample size. This resulted in the trial being under-
powered82 thereby increasing the likelihood of committing a type II error. As there were no data 
available for the primary outcome measure which was modified for the study, the sample size 
required in each group was unknown at the start of the trial. Enrolling sufficient numbers to obtain 
statistically significant results has been acknowledged as a challenge in educational studies 
(Hutchinson, 1999). Contamination was difficult if not impossible to prevent. For example, it was 
possible that in larger occupational therapy departments, participants who were allocated to 
different groups may have discussed the training they received. In addition, due to the fact that 
the profession is quite small and the trial was conducted in a relatively small geographic area, 
there is a high chance that participants could have had contact with each other either socially or at 
other work- or profession-related activities. For instance, participants may have belonged to an 
interest group in their area of practice, or those working alone at a site may have established 
regular contact with other participants. Appreciating that cross-contamination between 
intervention and control groups is difficult to avoid (Hutchinson, 1999), no attempt was made to 
prevent exchange of information between participants as this would be expected to occur in 
‘usual’ practice which is acceptable in pragmatic trials (MacPherson, 2004, Roland and Torgerson, 
1998, Zwarenstein et al., 2008). This may have resulted in knowledge improving in both groups. 
 
Selection bias was addressed using coin-tossing to generate the random allocation sequence. 
Although coin-tossing is considered a reasonable approach for generating a randomisation 
sequence, it is possible to change the results of a toss (Schulz and Grimes, 2002b). In addition, as 
coin-tossing is a manual method, there is no way of checking that the allocation was unbiased. 
Ideally, to ensure that an allocation sequence is concealed, the person generating the sequence 
should be different from the person enrolling and assigning participants (Schulz and Grimes, 
2002a, Torgerson and Roberts, 1999). Distant randomisation procedures that are separate from 
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the people conducting a trial are considered more rigorous than those generated locally (Schulz 
and Grimes, 2002a). As coin tossing is not a distant randomisation process, doubt could be cast on 
the rigour of the process of allocation. This lack of allocation concealment could have resulted in 
selection bias had the PI and research coordinator tampered with the allocation which would have 
influenced the study results (Roberts and Torgerson, 1998). At the time of deciding on the method 
of generating the randomisation sequence, using a computer seemed complex considering that 
matched-pair sampling was used. In retrospect, allocation concealment could have been 
implemented using computer-generated numbers to allocate individuals in a matched-pair, or 
sealed opaque envelopes arranged in pairs, with ‘heads’ or tails’ inside each envelope could have 
been opened by a person external to the trial. The main purpose of randomisation is to ensure 
that participant characteristics that may influence outcomes are distributed randomly between 
groups. In so doing, bias is avoided and any differences in the trial outcomes can be attributed to 
the intervention rather than other variables (Boynton and Greenhalgh, 2004). Participants in each 
group were similar at baseline on all prognostic variables. Therefore, any changes that occurred 
can be attributed to the intervention rather than any imbalances in prognostic variables in each 
group.  
 
One of the biggest challenges in the OTEBP trial was that, being conducted towards a higher 
degree, the PI took on a number of roles including recruiting and enrolling participants, managing 
the trial process, developing the inst uments, designing and conducting interventions, and 
managing, entering and analysing data. The success of a trial is often dependent on practical 
aspects, such as marketing, communication, systems and procedures, as well as a skilled and 
enthusiastic team to ensure the steps in the trial process are conducted systematically, (Farrell, 
1998). The size and composition of a trial team varies, but usually consists of a PI, a trial 
coordinator or manager, trial programmer, data manager, statistician and secretary (World Health 
Organization, 2003). In the OTEBP trial, there was a research coordinator who assisted in 
marketing, communication, enrolment, random allocation, delivery and collection of 
questionnaires and arranging the interventions. The PI was both investigator and trial manager 
and also managed, captured and analysed the data. Two research assistants were appointed to 
conduct the audits, one of whom also assisted in delivery and collection of baseline 
















clinical trials course prior to starting the OTEBP trial which provided opportunities to plan the trial 
details in consultation with two trial experts.  
 
An additional limitation is that participants were contacted to advise them which records had 
been selected for audit. This was done to ensure that these records would be available on the day 
of audit as in some facilities the records were kept in the patient’s hospital folder which had to be 
booked a few days in advance. This may have led to bias if the records were altered in any way, 
but there was no evidence thereof. 
 
8.9 Conclusion 
The trial findings showed that while both interventions had some effect, within-group changes 
suggested that the IE may have potential to be more effective than the DE but this would need to 
be tested in a larger trial. This supports the inclusion of an interactive component to maximise the 
effectiveness of educational interventions. It also suggests that interactive training is worthwhile 
for occupational therapists in SA. The IE resulted in improved within-group EBP knowledge, 
attitudes and behaviour, but failed to show a significant difference compared to the DE at 12 
weeks. This may have been due to the small sample size. As the control group also received an 
intervention, improvements in knowledge may have been larger than had no intervention been 
provided. The results suggest that brief EBP training of six hours is useful in resource-constrained 
contexts but a larger trial is requir d to detect whether changes in other variables may occur and 
the significance of these changes.  
 
The study additionally demonstrates that high-quality pragmatic RCTs can be conducted in a 
resource-constrained context within the public health sector. Further trials should be performed in 
resource-constrained countries so that evidence can be generated in these contexts and 
incorporated into existing systematic reviews in the future. This move will make a substantial 

















Chapter 9: Summary, recommendations and conclusion 
 
9.1 About this chapter 
This chapter forms the conclusion to the thesis. Findings from the three studies constituting the 
thesis are discussed and recommendations emerging from each study are presented in terms of 
their implications for practice, education and research. Finally, the overall conclusions are 
presented. 
 
9.2 Summary of the results of each study 
The main findings of the three studies included in the thesis are presented in consecutive order. 
 
9.2.1 Study 1: EBP perceptions, skills and behaviour among occupational therapists in SA 
The survey found that occupational therapists in SA have positive perceptions about EBP but lack 
confidence in the skills required to implement it. This lack of confidence related to their limited 
EBP knowledge and skills. Particular gaps respondents identified were knowledge about EBP 
internet resources, appraisal skills and The Cochrane Library. Few were able to find articles in their 
areas of practice and even fewer could apply study findings to their practice. The regression 
analysis suggested that those over 30 years of age or with more than five years’ experience were 
more able to apply evidence. Most respondents had not received EBP training. The positivity 
towards EBP does not reflect the ambiguity towards EBP evident in the literature and provides 
support for further training activities to facilitate the implementation of EBP. 
 
Despite having access to almost all sources of information, respondents relied more on their own 
clinical experience than research evidence. The majority had internet and journal access but only 
slightly more than half had access to an academic library. Few were regularly using research 
articles or the internet. Convenience of internet access and its availability at work was not 
included in the questionnaire; it is therefore possible that respondents did not have access in their 
immediate work setting. As the survey response rate was low, it is likely that the results may not 














more knowledge about EBP, or those who were more positive about participating in the research, 
may have been more likely to respond. If this was the case, the survey findings represent the ‘best 
case scenario’, and the true picture is less optimistic than what is reported here.  
The findings support previous occupational therapy studies suggesting that South African
occupational therapists experience similar constraints in implementing EBP. The main barriers 
were time, convenient access to the internet and literature, knowledge and skills in EBP and
support from employers. Respondents had mainly heard about EBP at conferences or through
colleagues and less than half through journals or newsletters. Most felt EBP was an important
priority for the future and felt workshops, short in-service training sessions and brief summaries of
evidence were most appropriate for future EBP training. The preferred method for moving from
opinion-based to evidence-based practice was evidence-based summaries of occupational therapy 
interventions. Few indicated a desire to learn the skills required to search for and appraise 
research. These findings formed the impetus for examining effective methods of educating 
occupational therapists about EBP.
9.2.2 Study 2: Developing and validating the instruments for the OTEBP trial
The instruments selected to evaluate the outcomes of the OTEBP trial measured all the learner-
outcome domains recommended by Nabulsi et al (2007). Although a number of instruments were
identified, few had been developed or tested with occupational therapists and none had been
used in resource-constrained contexts.
A simplified version of the Adapted Fresno Test of Competence in EBP (AFT) (McCluskey and 
Bishop, 2009, McCluskey and Lovarini, 2005) was used as the primary outcome measure and was 
re-named the Shortened AFT (SAFT). The SAFT contains three questions covering aspects of the 
first three steps in the EBP process and demonstrated strong reliability and responsiveness to 
change. It is an objective measure of EBP knowledge and is useful in contexts where EBP is a 
relatively new concept because it is quicker and less intimidating to complete. In addition, two 
new scenarios with grading rubrics were developed and could be used as an additional version of 
















Factor analysis of the modified Knowledge, attitudes, behaviour questionnaire (KABQ) (Johnston 
et al., 2003) identified the items that contributed to the measurement of knowledge (single 
factor), attitudes (three factors) and behaviour (two factors). These differed to the factor structure 
documented by Johnston et al (2003) but all factors demonstrated sufficient internal consistency 
and adequate test-retest reliability. The modified KABQ is a self-report questionnaire that is easy 
to complete. As it measures knowledge, attitudes and behaviour, it is a useful outcome measure 
for evaluating educational interventions. 
 
The modified version of the Readiness to Change Clinical Practice Scale (RCCPS) (MacDermid et al., 
2006) showed excellent test-retest reliability and is useful for monitoring progress towards 
implementing EBP. The Familiarity and Access to Technology Questionnaire (FATQ) (MacDermid et 
al., 2006) measures perceived support in the workplace and showed moderate to substantial test-
retest reliability. It is a worthwhile measure for monitoring perceptions about support for EBP in 
work settings and to identify possible barriers to EBP.  
 
The audit checklist demonstrated substantial to perfect IRR but responsiveness was small. As a 
significant within-group improvement was identified for the IE, it is likely that the small effect size 
indicates that the change detected in the OTEBP trial was not clinically important. Had the sample 
size been sufficient, a larger effect size may have been detected. Overall, the instruments 
measured all the outcomes required for evaluating EBP educational interventions and were 
sufficiently robust for measuring the outcomes of the OTEBP trial. 
 
9.2.3 Study 3: A pilot RCT of the effectiveness of an interactive compared to a didactic 
educational intervention in improving evidence-based practice knowledge 
The OTEBP trial demonstrated some changes but not all outcomes were affected. There were no 
significant differences between the IE and DE for any of the outcomes at 12 weeks. Within-group 
changes revealed that knowledge improved significantly for both groups and the IE group also 
showed a significant increase in behaviour (audit score). Some significant within-group changes in 
attitudes were identified in the IE but these were small. Failure to identify significant differences 
between the IE and DE at 12 weeks may have been due to the insufficient sample size. This was 
















the primary outcome instrument had been modified for the trial. Although the maximum possible 
number of participants was recruited (IE: N=30, DE: N=28), this was less than the number required 
in each group (N=55). A power calculation revealed that the trial was only powered at 43% and 
therefore a type II error may have occurred. 
 
The findings suggest that while both interventions were successful in improving knowledge, the IE 
appeared to be more effective as some aspects of attitudes and behaviour also changed. This 
finding differs to that of a systematic review which concluded that ‘educational meetings alone are 
not likely to be effective for changing complex behaviours’ (Forsetlund et al., 2009). The OTEBP 
trial therefore seems to add strength to the existing evidence that interactive educational 
interventions are more effective than didactic interventions. A range of barriers threatening the 
ability of occupational therapists to implement EBP were identified, the most important being 
time and high workloads, difficulty accessing journals and limited appraisal skills. These clearly 
need addressing to make EBOT a reality in SA. 
 
Barriers threatening the implementation of EBP by occupational therapists in the public health 
service in SA are similar to those identified in other countries. Firstly, the high workload leaves 
little time for anything other than patient interventions. Lack of knowledge and skills in research 
methods suggests the need for continuing professional development activities aimed at increasing 
confidence in understanding and reading research. Lack of access to information sources where 
evidence may be found is a major obstacle to implementing EBOT in SA. Despite the roll-out plan 
for providing health facilities with access to computers, only those in senior positions have 
internet access in their offices. Not only should practitioners have access to the internet, but this 
should also be convenient (Bennett et al., 2003b, McCluskey, 2003b) to enable therapists to look 
up information when required. Therapists working in health facilities that are not attached to an 
academic hospital have no access to academic libraries or electronic journals. This must be 
addressed by the DOH if the goal of providing quality health services to the population is to be 
achieved.  
 
It was encouraging that a RCT was feasible in the SA public health service context, and that the 
















that has been conducted in occupational therapy in SA. While it is feasible to conduct high-quality 
trials, capacity development is needed to equip occupational therapists with the skills to conduct 
trials which could add to the occupational therapy evidence-base in SA. This would contribute 
much needed information to fill the research gaps identified by participants in the OTEBP trial. 
 
9.3 Recommendations 
The results of the studies indicate that if EBOT is to be successfully implemented in SA, changes in 
occupational therapy practice, research and education are needed. 
 
9.3.1 Recommendations for practice 
As cautioned by Smith et al (2004, p 119) achieving behaviour change ‘requires time and sustained 
effort’. Therefore initiatives need to be directed at a number of levels to get evidence into 
practice. Awareness-raising campaigns are needed to alert occupational therapists to EBP. A 
possible forum could be through short articles published in each edition of Focus, the official 
newsletter of the OTASA. Articles should cover topics such as what is EBP, why is it needed, the 
steps of EBP, evidence databases, free sources of evidence and suggestions for making EBP 
possible. In addition, research-related articles could be published in the SAJOT to raise the profile 
of EBP.  
 
The main barriers to making the implementation of EBP possible in the context of the public 
health service in SA need to be addressed urgently. Access to information by those requiring it, 
must receive priority attention as it is one of the strongest barriers to implementing EBOT in SA. 
Providing effective care that is based on research findings is an ethical obligation and an integral 
part of providing quality care. It is imperative that all occupational therapists have convenient 
access to recent research, no matter where they work, to enable them to be evidence-based. The 
national DOH needs to be approached in this regard and persuaded that providing their 
employees with current, relevant and up-to-date research is one of its responsibilities. This 
includes convenient access to the internet and evidence databases such as The Cochrane Library, 
CINAHL, Pubmed, PsycINFO and PsycARTICLES. Ensuring all occupational therapists in SA can 
















employed. The OTASA could also be involved by providing its members with access to some 
evidence databases. With the growing trend towards providing open-access to information, 
international occupational therapy associations could be approached to negotiate access to their 
EBOT resources for OTASA members. In addition, occupational therapists in SA need to be 
informed about free-access evidence databases, such as OTseeker and PEDro, and open-source 
journals. This could be done by creating an EBOT section on the OTASA website and by writing 
short sections for publication in Focus.  
 
It is acknowledged that providing access to research, while essential, will not necessarily lead to 
changes in practice (Gulmezoglu et al., 2006). Providing access to research must therefore be 
accompanied by strategies such as practice-based small-group learning (Macvicar et al., 2006) or 
collaborative learning groups (Welch and Dawson, 2006). Occupational therapists employed by the 
DOH could form small groups focussed on a particular diagnosis to identify and interpret current, 
relevant research to inform their practice. International experts in particular fields of occupational 
therapy could be approached to recommend articles containing high-quality evidence that could 
be reviewed in these groups. The information and knowledge generated could be used to develop 
practice guidelines relevant to SA.  
 
Activities to promote the development of the knowledge and skills needed to implement EBOT 
could be promoted through, for example, journal clubs, summaries of research in occupational 
therapy journals, providing links to full text articles and holding annual research days. The 
Education and Research committee of the OTASA can play an important role in fostering positive 
attitudes towards EBP and developing mechanisms to encourage EBOT, for example, by providing 
support structures to occupational therapists attempting to employ EBP, and developing and 
disseminating easy-to-read summaries of high quality evidence for specific conditions. 
 
Considering the lack of research to inform some areas of practice in SA, the quality and content of 
occupational therapy record-keeping should be addressed as they are a potential source of 
research data. Additionally, keeping accurate records is actually an ethical obligation. To this end, 
therapists should receive training in evidence-based record-keeping and practical formats for 

















9.3.2 Recommendations for research 
The thesis identified the need for a larger trial to determine whether interactive educational 
interventions are in fact the most effective educational strategy for increasing the implementation 
of EBP across different service sectors, provinces and urban/rural areas. The outcome instruments 
used in the OTEBP trial had sufficiently robust psychometric properties and should be used in 
future studies. In particular, the SAFT has strong psychometric properties and is more user-friendly 
and less intimidating than the AFT. It is therefore a useful instrument for contexts where EBP is in 
the early stages of implementation. As the SAFT only measures aspects of steps one to three of 
the EBP process, it is worth exploring whether questions to test the remaining two steps could be 
included. The audit checklist provides an instrument for monitoring record-keeping so that patient 
records are of a sufficient standard to contribute to the production of evidence. The audit checklist 
had sufficient IRR but low responsiveness. A larger trial may determine whether a greater effect 
size can be shown.  
 
This thesis was limited to an interpretation of EBOT within a biomedical paradigm with an 
intervention focus. There are, however, many other questions that occupational therapists need 
to ask and answer (Crouch, 2001, Du Toit and Wilkinson, 2009) which may require a wider range of 
research designs than RCTs and systematic reviews of RCTs (Bennett and Bennett, 2000, 
Humphris, 2005, Tickle-Degnen and Bedell, 2003). In addition, the way in which EBP is interpreted 
and understood needs to be explored in areas of practice that do not have a biomedical-
orientation. This is particularly important in light of the focus on service delivery based on the 
primary health care approach. Research is needed to explore appropriate ways of applying EBP in 
different contexts such as community settings. Considering the barriers within the health system 
that could deter occupational therapists from implementing EBP, studies using methods of inquiry 
such as action research, should be undertaken to explore how EBP can realistically be applied 
within the public health service in SA where large caseloads and limited time are the norm. This 
will also be helpful for other resource-constrained countries wishing to find feasible ways of 















To facilitate EBP, it is recognised that the amount of research undertaken and published needs to 
increase and that the type of research undertaken has to be ‘realistic and relevant’ to the SA 
context. To address the gaps in research identified in the survey, a list of research priorities should 
be developed. This could be done through the Education and Research committee of the OTASA. 
Once research areas have been identified, a coordinated plan to produce the research required to 
inform occupational therapy practice in SA could be developed. 
9.3.3 Recommendations for education
There is an urgent need to provide EBP training for all occupational therapists in SA. This could be 
part of the CPD programme offered by OTASA which will convey to its members the importance of
learning about EBP (Cusick and McCluskey, 2000). Educational interventions should include
interactive components to be maximally effective. Based on the survey findings, workshops, short
in-service training sessions and evidence-based summaries relevant to the SA context will make a
substantial contribution to providing occupational therapists with the knowledge, skills and
evidence needed for their practice. Ideally, training should be provided at incremental levels so
that the needs of therapists at different stages of adopting EBP are accommodated. Based on the
difficulties reported in the survey, training should incorporate where to find evidence, how to
search for it, and how to apply research findings to practice. It must also be carefully targeted to
be meaningful and realistic, bearing in mind the barriers to EBP identified in the survey and the 
RCT. Due to the difficulties experi nced by participants in attending even a brief intervention
because of time constraints, it may be more feasible to hold a series of short (four-hour) 
workshops offering training at varying levels. These could focus on the different steps of the EBP
process and provide ongoing opportunities for therapists to build their knowledge, skills and
application of EBP. Although the OTEBP trial was conducted in one province in SA, training 
opportunities are likely to be similarly in demand in other provinces and should form part of the
CPD programme provided by the OTASA.
While training needs to target qualified occupational therapists, future graduates must also be 
equipped for EBP. A report outlining the findings from this thesis will be sent to the Education and 
Research committee of the OTASA to recommend the inclusion of EBP in occupational therapy 
















teaching resources to equip academics with the knowledge and skills to teach EBOT. The OTASA 
Education and Research committee could be involved in developing an interactive educational 
module in EBOT that is available to occupational therapy educators, and working with universities 
to assist them in incorporating EBP training into their curricula. The fact that the spread of EBOT 
has been reliant on the efforts of very few people is problematic. More occupational therapists 
need to be recruited and trained to run workshops on EBOT across the country.  
 
9.4 Conclusion 
While EBOT in SA has undergone some development there is a long way to go before we can claim 
to be an evidence-based profession. Resource-constrained countries are lagging behind developed 
countries in implementing EBP. Absence of evidence to support occupational therapy practice in 
SA, and failure to use existing evidence, may result in the profession being unable to demonstrate 
its effectiveness. This thesis indicates that the time is opportune to introduce initiatives to 
promote EBOT in SA. The thesis findings have shown that, given the commitment and time, high 
quality research can be conducted in resource-constrained countries. In addition, the findings of 
the OTEBP trial show that educational interventions may make a difference even if this is small. 
The following quote provides an apt conclusion to this thesis: 
  
‘It will take time for us to be providing truly evidence-based care, but we need to remain focused 
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Appendix I: Details of searches conducted 
Chapter 2: 
Search 1: The origins and development of EBP
As “evidence-based practice” was only introduced as a MeSH term in 2009 the other entry terms 
listed in Pubmed were also used. The search terms (“evidence-based practice” OR “evidence 
based practice” OR “evidence-based health care” OR “evidence based health care” OR “evidence-
based medicine” OR “evidence based medicine”) were combined with (development OR origin*
OR history) using AND. All terms were searched in the title only. The same strategy was used in
CINAHL.
Search 2: Evidence-based practice in occupational therapy
Terms used to search Pubmed in the title were: “occupational therapy” AND (“evidence-based
practice” OR “evidence based practice” OR “evidence-based health care” OR “evidence based
health care” OR “evidence-based medicine” OR “evidence based medicine”. The same string was 
used to search CINAHL excepting that “occupational therapy” was searched in the title and
abstract in Pubmed and the Abstract in CINAHL while the remaining terms were searched in the
title only. 
Search 3: Philosophy of occupational therapy
The following search string was used to search the title: “occupational therapy” AND (“philosophy 
OR foundation*) in Pubmed and CINAHL.
Chapter 3: 
Search terms for databases selected in EBSCOHost were (“occupational therapy” OR “occupational 
therapists”) AND (“evidence-based” OR “evidence based”) AND (knowledge OR skills OR attitudes 
OR views OR perceptions OR practice OR “use of research” OR “research use” OR “research 










relevant, the search was narrowed by selecting ‘human’ under the subject heading and 
‘occupational therapy’ and ‘occupational therapists’ under the major heading. No limits for 
language were set.  
In Pubmed the MeSH terms “Occupational Therapy” AND “Evidence-Based Practice” AND “Health 
Knowledge, Attitudes, Practice” were used. In addition, search terms used in EBSCOHost were 
used to search in the title and abstract. 
Chapter 5: 
Search terms for EBSCOHost databases were (“occupational therapy” OR “occupational therapy 
practice” OR OT) AND (tool OR survey OR instrument OR test OR measure OR scale OR 
questionnaire) AND (“evidence-based practice” OR “evidence based practice” OR EBP OR 
“evidence-based-medicine” OR evidence-based) AND (knowledge OR awareness OR skills OR 
attitudes OR perceptions OR behaviour OR practice OR ability OR uptake OR implementation OR 
“research use” OR “research utilisation” OR “research utilization”). For Pubmed each of the 
aforementioned sets of terms was first searched individually and then the four sets of results were 
combined. The terms were used as MeSH and as text. No limits were set and no attempt was 










Appendix II: Sources of questionnaire items and modifications 
made 
Item no. Source Modifications 
1-5 Bennett et al (2003b) 
– items 2, 3, 4, 6 & 7
Slight wording change to item 5 to fit SA context 
6 Bennett et al (2003) – 
item 25 
Provided tick boxes. 
Removed ‘other’.  
Changed wording of d) slightly for SA context. 
7 Siegfried et al (2003b) 
– item 2
None 
8 Bennett et al (2003) – 
item 26 
Provided tick boxes. 
Changed response categories to 2 – ‘SA university’ and ‘elsewhere’ 
9 Siegfried et al (2003b) 
– item 7
Changed ‘mental health care’ to ‘occupational therapy’. 
Added ‘clinical’ so item read ‘clinical experience’. 
11 Bennett et al (2003) - 
item 27 
Provided tick boxes.
Changed ‘metropolitan region’ to ‘urban area’ and ‘remote region’ to ‘rural 
area’ as used in item 5 of Siegfried et al’s (2003b) questionnaire.
Removed qualifiers.
Changed ‘regional/rural region’ to peri-urban area’.
Removed ‘other’ as an option.
12 Bennett et al (2003) - 
item 28 
Provided tick boxes.
Slight wording change for SA context and added list of provinces in SA.
13 Siegfried et al (2003b) 
– item 4
Removed options 3 and 4. 
16 Bennett et al (2003b) 
– item 30
Provided tick boxes.
Added 5 more response options in keeping with OT practice in SA.
17 Bennett et al (2003b) 
– item 8
Slight wording changes to a-c, e & g.
Added extra item for ‘internet’.
22-24 Bennett et al (2003b) 
– items 14-16
Removed ‘other’ option for item 23 and 24. 
Changed method of marking responses to a X.
26 Bennett et al (2003b) 
– item 13
None
29 Bennett et al (2003b)
– item 20
Added tick boxes and space to include year of training 
30 Bennett et al (2003b) 
– item 18
Likert scale changed to 4 points (not useful, slightly useful, very useful, 
extremely useful). Minor wording changes made to a)-c). Response options 
removed for ‘other’ and provided space to record information instead. 
31 Bennett et al 
(MacDermid et al., 
2006) – item 23 










Appendix III: Occupational Therapists' Perceptions of Evidence 
Based Practice: A Survey 
Instructions: 
Please answer the following questions by entering an X in the appropriate box. There are no ‘correct’ 
answers. 
Section 1: Evidence based practice: concepts & perceptions 
Evidence-based practice has been defined as ‘the conscientious, explicit and judicious use of
current best evidence in making decisions about the care of individuals’ (Sackett et al, 1996: 71).
Strongly 
disagree
Disagree Agree Strongly 
agree 
1. Evidence-based practice is important to occupational 
therapy. 
    1     2    3    4 
2. Evidence-based practice improves client care.     1     2    3    3 
3. Evidence-based practice is of limited value in occupational 
therapy because there is not enough research evidence.
    1     2    3    4 
4. The adoption of evidence-based practice, however 
worthwhile as an ideal, places too many demands on my
workload.
    1    2    3    4 
5. How have you heard about evidence based practice? (please mark all that apply)
Colleagues 
National or provincial newsletters  
Journals 
Conferences/workshops 













Section 2: Demographics 
6. What is your highest occupational therapy qualification?
Diploma 
Bachelors degree  
Postgraduate coursework (Certificate/Diploma) 
Postgraduate degree 
7. What is your age?
30 years or less 
31 - 40 years old 
41 - 50 years old 
50 years old 
8. Where did you obtain your highest occupational therapy qualification?
A South African university 
Elsewhere 
9. How many years of clinical experience in occupational therapy do you have?
Less than 2 years 
2 - 5 years 
5 - 10 years 
More than 10 years 
10. Do you currently have any clinical contact with clients?
YES NO 
If ‘no’ go to question 23. If ‘yes’ continue with question 11.























13. Are you currently employed in the
Public service, including Universities (proceed to question 14) 
 Private sector (proceed to question 15) 
14. If you are currently working in Public service, where do you do most of your work?
Teaching hospital 
Other hospital 
Community health centre and/or the community 
School 
University 
  Combination of the above, or other 
Proceed to question 16. 
15. If you are employed in the private sector, do you work in
A private O.T. practice
A non-governmental organisation
An insurance company
Other (please specify) _________________________________________________
16. What is your main caseload/responsibility?
Paediatrics






















Section 3: The use of evidence based practice in clinical decision making 
17. How often have you relied on each of the following when making treatment decisions during
the last TWO months?
Not at all Rarely Often Very often 
a) Undergraduate training 1 2 3 4 
b) Opinion of colleagues 1 2 3 4 
c) Research literature (hard copy) 1 2 3 4 
d) The internet 1 2 3 4 
e) Information from continuing
education programmes/seminars
1 2 3 4 
f) Textbooks 1 2 3 4 
g) Your own clinical experience 1 2 3 4 
h) Other (please specify):
_________________________________
_______________________________
1 2 3 4 
18. Have you been successful in finding evidence relevant to clinical problems seen in your 
practice? 
YES NO 
If not, why not? ___________________________________________________________
________________________________________________________________________
If you answered ‘no’ proceed to question 22.  If ‘yes’ continue with question 19. 
19. Which of the following have you been using? (You may mark more than one if necessary).
 Systematic reviews and meta-analyses of randomised controlled trials 
 Randomised controlled trials 
 Non-randomised experimental studies 
20. Have you been able to extract the information you needed from your sources?
YES NO 











21. Have you been able to apply the evidence in the South African context?
YES NO 
 If not, why not? _________________________________________________ 
Moving from ‘opinion based’ practice towards evidence-based practice can be done in 3 ways: 
A. Learning the skills of evidence based practice, e.g. to search for and appraise the primary
literature oneself.
B. Seeking and applying brief evidence-based summaries of current occupational therapy
clinical research, developed by others, which gives clear answers to clinical questions
C. Using evidence based occupational therapy practice guidelines or protocols developed by
colleagues.
Considering the above options, please place an X in the appropriate column/s for the following 
questions.
A B C None Other: 
22. Which of the methods listed
above are you currently using?
(you may mark one or more
columns)
23. Which of the above methods (A, B
or C) would you be interested in
using in the future? (you may 
mark one or more columns)
24. Which ONE of these methods do
you think should be the main
priority in the near future for 
occupational therapy in South
Africa? (Please place an X in ONE 
column only)




c) A professional library
d) Journals
e) Colleagues – other OTs










26. Please indicate your level of confidence in the following skills by marking the appropriate
column.








a) Literature searching 1 2 3 4 
b) Determining what the
design
of a study is
1 2 3 4 
c) Evaluating the validity of a
study
1 2 3 4 
d) Determining the clinical
significance of a study’s
results
1 2 3 4 
e) Using the Cochrane Library's
electronic data bases
1 2 3 4 
If you have marked the first column in response to any of the questions, please give a few 





27. If you use a search engine/s, which is/are your favourite?
_______________________________________________________________________
28. If you use a professional website/s, which do you use most often? 
_______________________________________________________________________
_______________________________________________________________________
Section 4: Training in evidence based practice 
29. Have you had any training in evidence based practice or attended any workshops?
YES NO 










30. If continuing education opportunities become available in the future, how useful would you
find the following formats for accessing research summaries?
Not useful Slightly 
useful 
Very useful Extremely 
useful 
a) Brief summaries (one
page or less)
1 2 3 4 
b) Summaries on databases
(web based or CD ROM)
1 2 3 4 
c) Short in service training
sessions
1 2 3 4 
d) Workshops 1 2 3 4 
e) Other (please describe):
_______________________________________________________________________
31. Do you have any suggestions or comments for the development of evidence-based





(attach extra pages if necessary)




Postal address: ………………………………………………………………………………………… 
 ………………………………………………………………………..……………… 
 ………………………………………………………………………………………… 
Telephone no.: Code ……………………  Number: ………………………………………………………. 
Many thanks for your time. 










Appendix IV: Covering letter 
[University of Cape Town letterhead] 
10 May 2004 
Dear Colleague 
South African Evidence-based practice survey 
An unexpected and exciting invitation has come our way to participate in an International 
Conference on Evidence-based Occupational Therapy. The three-day conference will be held in
Washington DC in July 2004. The American Occupational Therapy Association has asked OTs 
currently engaged in evidence-based practice (EBP) to join in establishing a network to promote 
support for this professional development internationally.
In preparation for the conference we invite you to participate in a survey to identify the 
knowledge and use of EBP amongst OTs in South Africa. The survey results will help us to plan for
participation at the Conference. There are no published surveys of occupational therapy EBP 
conducted in developing countries to date, so the results of the attached questionnaire will make
an important contribution to OT literature internationally when they are published. 
You will have heard about EBP in recent years, but what does it really mean for you in your daily 
practice? We would like to know your thoughts about EBP, including any experiences you have 
had in implementing it in practice. Attached is a questionnaire. Please would you complete it and 
return to us? It should take you no more than 20 minutes and a pre-paid envelope is provided for 
your convenience. 
We obtained your address from the register of the Health Professions Council of South Africa. To 
ensure a good return rate, it is necessary to keep track of individual questionnaires but your 












access to information which links your name and response. Please note that if you complete this 
questionnaire you agree to our using the content. 
 
If you have any questions about the survey please contact Helen Buchanan (tel: 021-406 6383; 
email: hbuchan@uctgsh1.uct.ac.za). Approval by the Ethics Committee of the Faculty of Health 
Sciences at the University of Cape Town has been obtained.  
 




Helen Buchanan   Ruth Watson 
Lecturer    Emeritus Professor  
Division of Occupational Therapy Division of Occupational Therapy 
 
PS The publishers Slack Inc. have donated a copy of the Mary Law book Evidence-based 












Appendix V: Ethics approval letter for Study 1 
UNIVERSITY OF CAPE TOWN 
19 March 2004 
REC REF, 011/2004 
Ms H Buchanan 
Health Rehabilitation Sciences 
Dear Ms Buchanan 
Research Ethics Committee 
Faculty of Health Sciences 
OMB E53 Room 44.1, GSH 
Queries : Xol ile Fula 
Tel : (021) 406-6492 Fax: 406-6411 
E-mail : Xfula@curie.uct.ac.za 
SURVEY OF THE KNOWLEDGE AND usE OF EVIDENCE-BASED PRACTICE AMONGST 
OCCUPATIONAL THERAPISTS IN SOUTH AFRICA 
Thank you for your letter to the Research Ethics Committee dated 3 March 
2004. 
It is a pleasure to inform you that the Ethics Committee has formally approved 
the above-mentioned study on the 18'" March 2004. 
The Ethics Committee thanks you for your response to the queries raised 






















1 Perceptions EBP is important to OT 6 4.8 
2 Improved client care 8 6.5 
3 Limited value in OT  11 8.9 
4 EBP places too many demands on my workload 13 10.5 
6 Demographics Highest qualification 0 0 
7 Age 0 0 




Years of work experience 0 0 
10 Client contact 0 0 
11 Location of work 5 4.0 
12 Province 1 0.8 
13 Sector 5 4.0 
14 Public-place of work (N=47) 2  4.0 
15 Private - place of work (N=64) 1  1.6 
16 Main caseload/responsibility 9 7.3 
17(a) Utilisation Undergraduate education 22 17.7 
17(b) Opinion of colleagues 24 19.4 
17(c) Research literature 22 17.7 
17(d) Internet 18 14.5 
17(e) Continuing education programmes 19 15.3 
17(f) Textbooks 17 13.7 
17(g) Own clinical experience 13 10.5 
18 Successful in finding evidence 12 9.7 
19(a) Systematic reviews 74 59.7 
19(b) RCTs 74 59.7 
19(c) Non-randomised experimental studies 74 59.7 
20 Able to extract information 70 56.5 
21 Able to apply 68 54.8 
22A 
Methods currently using: Searching for and 
appraising primary literature 
14 11.3 
22B 




Methods currently using: evidence-based 
guidelines/protocols 
15 12.1 





















Computer 1 0.8 
25(b) Internet 6 4.8 
25(c) Professional library 28 22.6 
25(d) Journals 17 13.7 
25(e) Colleagues - OTs 5 4.0 
25(f) Colleagues - other 7 5.6 
26(a) Skills Literature searching 2 1.6 
26(b) Determining the design of a study 4 3.2 
26(c) Evaluating the validity of a study 3 2.4 
26(d) 
Determining the clinical significance of the study 
results 3 
2.4 
26(e) Using the Cochrane Library 3 2.4 
5 Training How have you heard about EBP 1 0.8 
23 Methods for use in the future 7 5.6 
24 Main priority for future 8 6.5 
29 Training in EBP 1 0.8 
30(a) 




Useful formats for continuing education events: 
Summaries on databases 
11 8.9 
30(c) 
Useful formats for continuing education events: 
Short in-service training sessions 
7 5.6 
30(d) 




































Chi-square df P-value 
Qualification Undergrad. Postgrad.           
EBP is important to OT 79/80 (98.8) 38/38 
(100.0) 
         
1.000* 
EBP improves client care 78/79 (98.7) 37/37 
(100.0) 
         1.000* 
EBP is of limited value in 
OT because there is not 
enough research evidence 
31/77 (68.1) 16/36 (44.4)        
0.18 1 0.674 
EBP places too many 
demands on my workload 
32 (76 (42.1) 17 (48.6)        
0.41 1 0.524 
             
Age <30 years 31-40 years 41-50 years > 50 years         
EBP is important to OT 41/41 
(100.0) 




     
1.47 3 0.689 
EBP improves client care 40/40 
(100.0) 




     
1.43 3 0.699 
EBP is of limited value in 
OT because there is not 
enough research evidence 
17/40 (42.5) 18/47 (38.3) 7/15 (46/7) 11/11 
(100.0) 
     
0.45 3 0.930 
EBP places too many 
demands on my workload 
18/40 (45/0) 16/45 (35.6) 9/15 (60.0) 6/11 (54.6)      
3.37 3 0.338 
             
Years experience > 5 years < 5 years           
EBP is important to OT 87/88 (98.9) 30/30 
(100.0) 
         
1.000* 
EBP improves client care 86/87 (98.9) 29/29 
(100.0) 
         
1.000* 
EBP is of limited value in 
OT because there is not 
enough research evidence 
36/84 (42.9) 11/29 (37.9)        
0.22 1 0.643 
EBP places too many 
demands on my workload 































Chi-square df P-value 
Province E. Province Free State Gauteng KZN Mpumalan
ga 
N. Cape N. West W. Cape Combinatio
n 
   






7/7 (100.0) 1/1 (100.0) 4/4 (100.0) 31/31 
(100.0) 
2/2 (100.0) 
6.86 8 0.552 






7/7 (100.0) 1/1 (100.0) 4/4 (100.0) 31/31 
(100.0) 
2/2 (100.0) 
7.28 8 0.507 
EBP is of limited value in 
OT because there is not 
enough research evidence 
2/2 (100.0) 6/10 (60.0) 17/42 
(40.5) 
4/15 (26.7) 2/6 (33.3) 0/1 (0.0) 2/4 (50.0) 13/30 
(43.3) 
1/2  (50.0) 
6.67 8 0.573 
EBP places too many 
demands on my workload 
1/1 (100.0) 2/10 (20.0) 22/42 
(52.4) 
4/14 (28.6) 3/7 (42.9) 0/1 (0.0) 3/4 (75.0) 13/29 
(44.8) 
1/2 (50.0) 
8.51 8 0.385 
 Urban/ Rural Combinatio
n 
         




4/4 (100.0)       
0.18 2 0.915 




4/4 (100.0)       
0.17 2 0.919 
EBP is of limited value in 
OT because there is not 
enough research evidence 
38/94 
(40.4) 
5/11 (45/5) 3/4 (75.0)       
1.93 2 0.380 
EBP places too many 
demands on my workload 
43/93 
(46.2) 
3/12 (25.0) 2/3 (66.7)       
2.56 2 0.278 















Thank participants for making time to complete questionnaire and participate in focus group 
Explain purpose of focus group: 
Obtain feedback on their experience of completing the questionnaire and their impressions of the 
format and content of the questionnaire 
Important to have questionnaire that is user friendly to ensure maximum response rate is 
obtained 








Ease of completion 
Go through each item and ask participants to give feedback on: 
















Modified from Adapted Fresno Test of Competence in EBP - Grading rubric for Version 2 (modified January 2006), developed by Annie McCluskey and Bianca 
Bishop, University of Western Sydney, 2002 
Appendix IX: Grading rubric for baseline SAFT 
Shortened Adapted Fresno Test of Competence in EBP: Grading Rubric for Baseline Questionnaire items 20-22 
 
General instruction to raters: If in doubt, mark down, not up. 
 
Question 20 
Instruction to raters:  
This question is worth a total of 16 points as follows: 
 a maximum of 3 points for the P, I, C and O parts of the question (see rubric below for mark allocations), and 
 a maximum of 4 points for the question as a whole. If all four parts are present in the question, give an additional 4 marks. Deduct one mark for each missing 
component. 
Each answer is to be placed into a designated marking category. Use the marking grid to record your scores.  If in doubt, consider whether what is written will contribute 
to an optimally specific search of the literature. Intervention of interest can be interchanged with comparison, but only score a response in one column.  
 
Please read the 2 scenarios below, and try to answer all of the following questions to the best of your ability.  Do not worry if you are unfamiliar with the diagnoses 
mentioned; this should not affect your answers.  You will find most of the following questions quite challenging, and will need to think carefully when answering them.  
If you are unsure of an answer, please say so. 
Scenario 1 
You have received a referral for a 32-year old female client with painful wrists and tingling in her hands.  She currently works as a word-processor.  Her pain has been 
getting progressively worse over the past 6 months.  She has been diagnosed with occupational overuse syndrome.   She has been doing wrist and finger stretches 
intermittently at work, but not consistently, and finds the stretches of little benefit.  Her supervisor has suggested that this woman take 2-3 weeks off work and rest, 
advice which you don’t agree with. 
 
Scenario 2 
The 14-year old son of a close friend has been diagnosed with depression. He is studying for school exams.  Their GP has prescribed anti-depressants, but no other form 
of intervention.  You are looking for information to give to your friend about other interventions.  You have heard that exercise and cognitive behavioural therapy (CBT) 
may help.  As this teenager has limited time due to exams, you want to find out whether there is any evidence to support the use of exercise and CBT, and if one is 












Write a focused question (PICO) for ONE of the above scenarios, which will help you to organise a search of the literature. [Population] [Intervention] [Comparative 
intervention] [Outcome] 
P: _______________________________________________________________________________________________________________________________________ 






 Population Intervention Comparison Outcome 
Excellent 
(3 pts) 
Multiple relevant descriptors of 
population AND 
diagnosis/condition 
 e.g. “adolescents/ teenagers with 
depression”, OR “adults/ clients/ 
someone  with OOS”, “injured 
word process workers with OOS” 
OR “school aged people with 
depression”  
Includes specific intervention of interest 
e.g. “ regular stretching/pause break 
exercises”, OR  “anti-depressant 
medication” OR “cognitive behavioural 
therapy” OR ‘Work breaks” OR “time off 
work” OR ‘pause breaks” OR “CBT” 
 
N.B. It is permissible to interchange 
comparison/intervention in Columns 2 
and 3 but only score responses once 
Identifies specific alternative of interest  
e.g. “rest[because supervisor wants to use 
rest as the intervention]”;OR  “compared 
to/vs cognitive behavioural therapy” OR 
“exercise alone” OR compared with ‘rest 
alone” OR ‘CBT and exercise” OR ‘ no pause 
exercise breaks” OR ‘visits alone” 
 
N.B.  Response  must imply comparison/ 
alternative;  it is permissible to interchange 
comparison/ Intervention in columns 2 and 3 
but only score responses once 
Outcome that is 
objective and 
meaningful to the client  
e.g. “decrease in BECK 
depression score”, OR 
“reduction in depression” 
OR ‘reduction in social 
isolation’ OR “decreased 
/reduction in pain levels” 
OR “reduced wrist pain” 
OR  “improved pain 
tolerance” OR ‘improves 



















 Population Intervention Comparison Outcome 
Strong 
(2 pts) 
One appropriate descriptor of 
condition OR population as above  
e.g. “adults” OR  “employees” OR  
“school aged” OR  ‘OOS’ OR 
‘depression’ OR ‘anxiety” OR 
‘stress” 
Mentions type of intervention, non-
specific 
e.g .”stretches”, “medication”,  “mental 
therapy”, “breaks”, “activity” 
Mentions a non-specific comparison group 
e.g.   “ mental therapy”, “breaks”, “activity”, 
“stretches”, “medication” 
Non-specific/ less 
accurate outcome  
 
e.g. ’pain’ OR  
‘remember information 
more readily’ OR ‘school 




A single general descriptor 
unlikely to contribute to search  
e.g. “client” or “pain” 
Mentions intervention but unlikely to 
contribute to search 
e.g. “therapy” or “compensation” or 
“rehabilitation” 
Mentions comparison but unlikely to 
contribute to search  
e.g. “compared to other methods” ‘no 
intervention” 
Reference to outcome, 
but so general as to be 
unlikely to contribute to 
search 
e.g. “effects” OR  
“outcome” OR “efficacy” 
Not Evident 
(0 pts) 
None of the above present or 
irrelevant/inappropriate 
descriptor 
e.g. “at school”  
None of the above present or 
irrelevant/inappropriate intervention 
None of the above present (nothing about 
comparison written) or 
irrelevant/inappropriate comparison  








What type of study (design) would best answer your question (refer to question 20)? Please √ one box. 
Instruction to raters: Total number of points = 3. Points allocated as follows: 
Best design  
(2 pts) 
randomised controlled trial 
Less desirable design 
(1 pt) 
case control, cohort, controlled trial, cross-
sectional 
0 points don’t know 



















Where would you look for information to answer these and other similar clinical questions?  Please √ all boxes that apply.   
 
Instructions to raters: One point for each option ticked. Additional points for specific examples given under ‘Other’. Total points = 11. 
 
0 pts I wouldn’t look for information, I would use my clinical experience 
1 pt I would talk to colleagues 
1 pt I would consult experts in the field 
1 pt I would look on the Internet 
1 pt I would look for an article in Pubmed  
1 pt I would use a database such as Cochrane or OTSeeker 
1 pt I would use a text book  
1 pt for each of 
these categories 
Other (please specify):  
 Other databases, e.g. Cinahl, PEDRo 
 Clinical guidelines  
 Professional organisations, e.g. SA Society of Hand Therapists 
 Conference proceedings 
 Continuing education courses 
 
 
















Appendix X: Changes made to KABQ in baseline questionnaire 
 
KABQ item no.  Item no. in study 
questionnaire 
KABQ item Changes made 
1-7, 32-43 21-27, 52-63 6-point scale 5-point scale 
1, 4, 6, 
definition, 20, 
29, 30, 32-34, 
36-39, 42-44 
21, 24, 26, definition, 
42, 49, 50, 52-54, 56-
59, 62-64 
evidence-based medicine evidence-based practice 
2, 5, 8, 
definition, 24, 
41, 47-52 
22, 25, 28, definition, 
46, 61, 66-71 
practice/practising evidence-based medicine use/using evidence-based practice 
treatment intervention 
7, 17, 19 iv), 
20, 40 
27, 41 iv), 42, 60 patient client 
8 28 medical practice occupational therapy practice 
i.e. morbidity and mortality deleted 
9 29 medical evidence research evidence 
learning or patient care-related  client-related 
times per day times per month 
times per week 
9, 17, 18, 29-31 29, 39, 40, 49-51 compared to one year ago deleted 
Definition Definition individual patients clients 
disease- and condition-specific condition/problem-specific 
10, 14-16, 27-
28, 45 
  items deleted 
11-13 30, 32-33  added: In the last 6 months 
changed wording – used KAQ items 
(MacDermid et al., 2006) 
 removed category ‘other’; added ‘seldom’ to 
‘never’ to read ‘seldom or never’ 
 31, 34-38  included items from KAQ (2003b) 
17 41 Compared to one year ago deleted 
content materials deleted 
the patient’s condition a client 
During or after clerking each patient on the 
ward or in the clinic 
deleted 
times per patient admission (inpatient) 
times per patient visit (outpatient) 
times per month 
18 42 Compared to one year ago deleted 
content materials deleted 
every day deleted 
19 i) 43  i) For the most recent patient you clerked For the most recent client for whom you 
needed to look up information 
illness condition/problem/ need 
19 ii) 41 ii) excluding MEDLINE and Cochrane Reviews deleted 
secondary sources Added OTSeeker and deleted POEMs 
from InfoRetriever on iPAQ deleted 
19 iii) & iv) 41 iii) & iv) continuous 5-point rating scale  changed to tick boxes – same categories 
19 iii) 41 iii) disease/condition client’s condition, problem or need 
19 iv) 41 iv) morbidity or mortality deleted 
 added ‘improved function’ 
20-31 42-51 continuous 6-point rating scale  changed to tick boxes – 5 points used 
20 42 clerked treated 
21 43 teaching rounds or bedside teaching ward/social rounds, team meetings or 
clinics 
clinical problem problem/need 
22 44 rounds/sessions rounds/clinics/ meetings/clinics 
23 45 clinical occupational therapy 
24, 41 46, 61 as a medical student deleted 
25, 26, 31 47, 48, 51 practice of evidence-based medicine use of evidence-based practice 
25, 26 47, 48 learning/learn work 
30, 37, 39 50, 57, 59 doctor/s occupational therapist/s 
















KABQ item no.  Item no. in study 
questionnaire 
KABQ item Changes made 
34, 38, 39 54, 58, 59 clinical medicine/medicine occupational therapy 
35 55 evidence-based medicine evidence-based occupational therapy 
36 56 medical students occupational therapists 
39 59 and patients deleted 
40 60 treatment intervention 
41 61 you I 
42 62 undergraduate medical curriculum continuing professional development 
programmes 
43 63 your my 
being practiced currently in Hong Kong currently being used in South Africa 
44 64  added: You may √ more than one box 
via the library; via a mobile hand-held 
computer 
deleted 
in the patient care environment in my workplace 
 added: hard copy; other – please specify 
46 65 practitioner of evidence-based medicine evidence-based practitioner 
47 66 consultants and professors consultants/supervisors/managers 
53 72  added: I don’t use evidence-based practice 




















Appendix XI: Baseline Questionnaire 
Participant Number:    
 
WESTERN CAPE OCCUPATIONAL THERAPY  
EVIDENCE-BASED PRACTICE STUDY  
 
 
This questionnaire is designed to get your ideas about various aspects of evidence-based practice. Please 
tell me what YOU really believe.  
All responses will be treated in strict confidence. Individual identities will be masked and the analysis of 
the data will be blinded. Only the aggregate results will be published.  
Please complete all the questions. 
Thank you for your participation! 
 
Where options are given, please √ the relevant box: 
 
1.  How old are you currently?  _____________ years 
2.  Gender 
 Male 
 Female 
3.  How many years have you been practicing as an occupational therapist? _________ years  
4.  
  
What is the highest degree level you have achieved in occupational therapy? 
 Diploma/Bachelors  
 Post-grad. diploma/certificate 
 Masters 
 PhD 
5.  What is the highest degree level you have achieved in another discipline? 
 Not applicable 
 Diploma/Bachelors (please specify) ___________________________________________ 
 Post-grad. diploma/certificate (please specify) __________________________________ 
 Masters (please specify) ____________________________________________________ 
















6.  What is/are your main area/s of practice currently? Please √ all boxes that apply.  
 paediatrics (please specify) ___________________________________________________ 
 stroke 
 amputation 
 hand conditions 
 burns 
 arthritis (please specify) ______________________________________________________ 
 depression 
 psychoses (please specify) ____________________________________________________ 
 chronic diseases of lifestyle (please specify) ______________________________________ 
 anxiety 
 intellectual disability (please specify: adults, adolescents or children) _________________ 
 substance use disorder 
 bipolar affective disorder 
 work practice 


















































 more than 1 level 
9.  Approximately how many clients do you see per month? ___________ 
 
Please indicate which resources you have available and whether you have access through your 
workplace or outside your workplace, e.g. home, professional groups, etc. Use Don’t Know (DK) when 
you are uncertain whether the resource is available.  
Please circle the appropriate response. 
 
  Availability Available at work Available outside 
work 
10.  Lectures / presentations that make 
recommendations about intervention 
Yes No DK Yes No Yes No 
11.  Lectures / presentations that report on research 
findings 
 
Yes No DK Yes No Yes No 
12.  Texts and reference books Yes No DK Yes No Yes No 
13.  Professional journals Yes No DK Yes No Yes No 
14.  Services to obtain copies of journal articles from a 
library or other source, or access to a library with 
professional journals 
 
Yes No DK Yes No Yes No 
15. Services to carry out a computerised literature 
search on a particular topic 
















  Availability Available at work Available outside 
work 
Availability 16.  Connection to the World Wide Web/Internet 
 
Yes No DK Yes No Yes No
17.  Colleagues working with similar client groups or 
needs 
 
Yes No DK Yes No Yes No 
18. Colleagues with high levels of expertise in 
particular areas 
Yes No DK Yes No Yes No 
19.  Journal club or similar interest group 
 
Yes No DK Yes No Yes No 
 
 
For the purposes of the rest of this questionnaire, we define Evidence-Based Practice as follows:  
 
Using evidence-based practice means the conscientious, explicit and judicious use of current best evidence 
in making decisions about the management of clients.  That is, looking up, appraising and applying both 
basic, factual information as well as condition/problem-specific evidence. 
 
Please read the 2 scenarios below, and try to answer all of the following questions to the best of your 
ability.  Do not worry if you are unfamiliar with the diagnoses mentioned; this should not affect your 
answers.  You will find most of the following questions quite challenging, and will need to think carefully 
when answering them.  If you are unsure of an answer, please say so. 
 
Scenario 1 
You have received a referral for a 32-year old female client with painful wrists and tingling in her 
hands.  She currently works as a word-processor.  Her pain has been getting progressively worse over 
the past 6 months.  She has been diagnosed with occupational overuse syndrome.   She has been doing 
wrist and finger stretches intermittently at work, but not consistently, and finds the stretches of little 
benefit.  Her supervisor has suggested that this woman take 2-3 weeks off work and rest, advice which 
you don’t agree with. 
 
Scenario 2 
The 14-year old son of a close friend has been diagnosed with depression. He is studying for school 
exams.  Their GP has prescribed anti-depressants, but no other form of intervention.  You are looking 
for information to give to your friend about other interventions.  You have heard that exercise and 
cognitive behavioural therapy (CBT) may help.  As this teenager has limited time due to exams, you 
want to find out whether there is any evidence to support the use of exercise and CBT, and if one is 

















20. Write a focused question (PICO) for ONE of the above scenarios, which will help you to organise a 








21. What type of study (design) would best answer your question (refer to question 20)? Please √ one 
box. 
 
 Case control 
 Cohort 
 Controlled trial 
 Cross-sectional 
 Randomised controlled trial 
 Don’t know 
 Other (please specify) ___________________________________ 
22. Where would you look for information to answer these and other similar clinical questions?  Please 
√ all boxes that apply.   
 
 I wouldn’t look for information, I would use my clinical experience 
 I would talk to colleagues at my workplace 
 I would consult experts in the field not at my workplace 
 I would look on the Internet, e.g. Google 
 I would look for an article in Pubmed  
 I would use a database such as Cochrane or OTSeeker 
 I would use a text book  
 Other (please specify) ______________________________________________________ 
 
 
Please indicate how much you agree/disagree with the following statements by circling the most 
appropriate response. 
   Strongly 
Agree 




I have a clear understanding of what evidence-based 
practice is. 
5 4 3 2 1 
24.  
 
Using evidence-based practice increases the certainty 
that the proposed intervention is effective. 
5 4 3 2 1 
25.  
 
Research using clinical trials is generally more reliable 
than research using the observational method. 
5 4 3 2 1 
26.  
 
The evidence-based practice process requires the 
appropriate identification and formulation of clinical 
questions. 



















Effective searching skills/easy access to bibliographic 
databases and evidence sources are essential to using 
evidence-based practice. 
5 4 3 2 1 
 
Evidence-based practice requires the use of critical 
appraisal skills to ensure the quality of all the research 
papers retrieved. 
5 4 3 2 1 
28.  
 
Critically appraised evidence should be appropriately 
applied to the client using clinical judgement and 
experience. 
5 4 3 2 1 
29.  In your opinion, how much of occupational therapy practice in the Western Cape currently, on 
average, is grounded in scientific evidence that looks specifically at client outcomes? ___________% 
30.  How frequently do you need, as opposed to actually use, research evidence for client-related 
purposes?    
  _______ times per month (on average) 
 
 
Please circle the most appropriate response. 
 














Looked up information relevant to occupational 
therapy on the internet 
 
 
5 4 3 2 1 
32.  Looked up information in my undergraduate lecture 
notes 
5 4 3 2 1 
33.  
 
Looked up information relevant to occupational 
therapy in a textbook or reference book 
5 4 3 2 1 
34.  Obtained a copy of a journal article from a library or 
other source (e.g. downloaded an article from the 
internet) 
5 4 3 2 1 
35.  
 
Asked a colleague for information about intervention 
methods / conditions 
5 4 3 2 1 
36.  Attended a lecture/presentation/conference/training 
programme that included research findings related to 
intervention 
5 4 3 2 1 
37.  Done a review of the literature or read a number of 
articles about a particular topic 
5 4 3 2 1 
38.  Shared information regarding new intervention 
methods with my colleagues. 
5 4 3 2 1 
39.  Participated in a journal club or similar interest group 
relevant to my area of work 
 
5 4 3 2 1 
40.  On average, how often do you look up evidence (i.e. information relating to a client)?   
 _______ times per month 
41.  On average, when you look up evidence, how much time do you spend finding or looking it up? [This 

















42.  This is a 4-part question. 
FOR THE MOST RECENT CLIENT FOR WHOM YOU NEEDED TO LOOK UP INFORMATION: 
 i) How much time did you spend looking up the evidence relating to his/her condition/problem/ 
need? [This does NOT include your reading or appraisal time - ONLY the time it took you to 
retrieve the material] 
__________mins 
 ii) Approximately how long ago did this event take place? 
________________________________________ 
 iii) Did you find evidence? 
 Yes (go to question iv) 
 No (go to question 44) 
 iv) Where (what specific sources) did you find this evidence? You may √ more than one option. 
  On the internet 
 From a textbook 
 From original research papers 
 From the Cochrane database or OTSeeker 
 Other (please specify) _________________________________________________________ 
____________________________________________________________________________
_________     v) How much did the evidence contribute to your understanding of the client’s condition, problem 
or need? 
 Completely 
 A lot 
 Not sure 
 A little 





vi) How much did the evidence relate to client-oriented outcomes (e.g. improved quality of life, 
improved function)?  
 Completely 
 A lot 
 Not sure 
 A little 
 Not at all  
 
Please circle the appropriate response. 
 
5 4 3 2 1 
43.  In your opinion and judgement, how much has the 
use of evidence-based practice, on average, affected 






A little Not at all 
44.  During meetings, ward/social rounds or clinics, how 
frequently is current best evidence about the 





















45.  How frequently have you raised the role of current 










46.  How much confidence do you have in your 
occupational therapy decision-making? 






None at all 
47.  How easy or difficult has it been for you to use 
evidence-based practice in the last month? 
Very 
easy 
Easy Mixed Difficult Very difficult 
48.  How much do you consider the use of evidence-





A little Not at all 
49.  How much has the use of evidence-based practice 





A little Not at all 






A little Not at all 
51.  How useful do you believe evidence-based practice 












52.  How willing are you to use evidence-based practice 









Please indicate how much you agree/disagree with the following statements by circling the relevant response. 










Evidence-based practice is a “cook-book” approach that 
disregards clinical experience. 
5 4 3 2 1 
54.  
 
There is no reason for me personally to adopt evidence-
based practice because it is just a “fad” (or “fashion”) that 
will pass with time. 
5 4 3 2 1 
55.  
 
Evidence-based practice is the future of occupational 
therapy and will become the standard of care. 
5 4 3 2 1 
56.  
 
It is easy to find the evidence in order to practice evidence-
based occupational therapy.  
5 4 3 2 1 
57.  
 
Evidence-based practice takes too much time for busy 
therapists. 
5 4 3 2 1 
58.  
 
If evidence-based practice is valid, then anyone can see 
clients and do what occupational therapists do. 
5 4 3 2 1 
59.  
Evidence-based practice ignores the “art” of occupational 
therapy. 
5 4 3 2 1 
60.  
 
Occupational therapists, in general, should not use evidence-
based practice because occupational therapy is about people 
and not statistics. 
5 4 3 2 1 
61.  
 
Previous work experience is more important than research 
findings in choosing the best intervention available for a 
client. 

















I personally appreciate the advantages of using evidence-
based practice. 
5 4 3 2 1 
63.  
Evidence-based practice should be an integral part of 
continuing professional development programmes. 
5 4 3 2 1 
64.  
From my personal observation and experience, evidence-
based practice is currently being used in South Africa. 
5 4 3 2 1 
65.  If you were to use evidence-based practice, how would you prefer to be given the evidence?  You may √ more 
than one box. 
 Via a desktop computer at home 
 Via a desktop computer in my workplace 
 Hard copy 
 Other (please specify) ________________________________________________________________ 
  
66.  Do you consider yourself an evidence-based practitioner currently? 
 Yes (Go to question 75) 
 No  (Continue with 68) 
 
   
Please circle the relevant response. Yes No 
67.  I don’t use evidence-based practice because my consultants/supervisors/managers don’t. 1 2 
68.  I don’t use evidence-based practice because I don’t know how. 1 2 
69.  I don’t use evidence-based practice because I don’t believe in it. 1 2 
70.  I don’t use evidence-based practice because my colleagues don’t 1 2 
71.  I don’t use evidence-based practice because I don’t have time. 1 2 
72.  
I don’t use evidence-based practice because of personal procrastination in changing old habits. 
1 2 
  Yes No 
73.  I don’t use evidence-based practice for other reason(s)  





Please circle the relevant response. 
Yes No 
74.  Do you feel you have the support of your peers in accessing and utilising evidence based 
knowledge?      
1 2 
75.  Do you feel you have the support of your management in accessing and utilising evidence based 
knowledge?       
1 2 
76.  Do you feel that your practice settings are supportive in your accessing and utilising evidence 



















77.  How do you feel about incorporating evidence into your occupational therapy practice at the 
moment? There is no right or wrong answer – just √ the box that most sounds like how you 
feel right now. Choose one box only 
 I am not really thinking about using evidence in my practice at the moment 
 I am thinking about using evidence in my practice, but I have not made any specific 
plans yet 
 I have started making plans about using evidence in my practice 
 I have begun using evidence in my practice now and then 










Thank you for taking the time to complete this questionnaire. 
 
Please contact Helen Buchanan (email: Helen.buchanan@uct.ac.za; tel: 021 406 6383) 
if you have any queries about this questionnaire. 
 
Sources of items in the questionnaire: 
Items 2 and 4 from Bennett et al (2003b) 
Items 1, 3, 4, 7, 9 and 75-77 from Familiarity and Access to Technology Questionnaire (FATQ) (MacDermid 
et al., 2006)  
Items 10-19, 32, 34-40 from Knowledge Acquisition Questionnaire(KAQ) (MacDermid et al., 2006) 
Items 20-22 from the Adapted Fresno Test of Evidence-based Practice (AFT), Version 2 
(McCluskey, 2004, McCluskey and Bishop, 2009) 
Items 23-32 and 34-74 from the Knowledge, Attitude and Behaviour Questionnaire (KABQ) 
(Johnston et al., 2003) 
Item 78 from Readiness to Change Clinical Practice Scale (RCCPS) (MacDermid et al., 2006) 
 
Items were adapted to apply to occupational therapy and the South African context. 
















Appendix XII: Frequencies for Access to sources of evidence 






Lectures/presentation that make 
recommendations about 
interventions 
Yes 19 (90.5) 13 (61.9) 17 (81.0) 
No 1 (4.8) 4 (19.1) 1 (4.8) 
Don’t know 1 (4.8) 1 (4.8) 1 (4.8) 
Missing data 0 (0) 3 (14.3) 2 (9.5) 
TOTAL 21 (100.1) 21 (100.1) 21 (100.2) 
     
Lectures/presentations that 
report on research findings 
Yes 18 (85.7) 8 (38.1) 15 (71.4) 
No 1 (4.8) 6 (28.6) 0 (0) 
Don’t know 2 (9.5) 2 (9.5) 2 (9.5) 
Missing data 0 (0) 5 (23.8) 4 (19.1) 
TOTAL 21 (100) 21 (100.1) 21 (100) 
     
Text/reference books Yes 21 (100.0) 18 (85.7) 16 (76.2) 
No 0 (0) 2 (9.5) 0 (0) 
Missing data 0 (0) 1 (4.8) 5 (23.8) 
TOTAL 21 (100) 21 (100) 21 (100) 
     
Professional journals Yes 16 (76.2) 7 (33.3) 14 (66.7) 
No 2 (9.5) 6 (28.6) 3 (14.3) 
Don’t know 2 (9.5) 2 (9.5) 2 (9.5) 
Missing data 1(4.8) 6 (28.6) 2 (9.5) 
TOTAL 21 (100) 21 (100) 21 (100) 
     
Library access or access to library 
copies of articles 
Yes 17 (81.0) 5 (23.8) 12 (57.1) 
No 2 (9.5) 6 (28.6) 4 (19.0) 
Don’t know 2 (9.5) 2 (9.5) 2 (9.5) 
Missing data 0 (0) 8 (38.1) 3 (14.3) 
TOTAL 21 (100.0) 21 (100.0) 21 (100.0) 
     
 
Services to conduct a 
computerised literature search 
Yes 16 (76.2) 7 (33.3) 14 (66.7) 
No 3 (14.3) 8 (38.1) 4 (19.0) 
Don’t know 1 (4.8) 1 (4.8) 1 (4.8) 
Missing data 1 (4.8) 5 (23.8) 2 (9.5) 
TOTAL 21 (100) 21 (100) 21 (100) 
     
Connection to world wide web Yes 18 (85.7) 7 (33.3) 17 (81.0) 
No 2 (9.5) 9 (42.9) 2 (9.5) 
Don’t know 0 (0) 0 (0) 0 (0) 
Missing data 1 (4.8) 5 (23.8) 2 (9.5) 
TOTAL 21 (100) 21 (100) 21 (100) 
     
Colleagues working with similar 
clients 
Yes 20 (95.2) 16 (76.2) 14 (66.7) 
No 1 (4.8) 1 (4.8) 2 (9.5) 
Don’t know 0 (0) 0 (0) 0 (0) 
Missing data 0 (0) 4 (19.1) 5 (23.8) 
TOTAL 21 (100.0) 21 (100.1) 21 (100.0) 
     
Colleagues with expertise in 
particular areas 
Yes 19 (90.5) 17 (81.0) 15 (71.4) 
No 1 (4.8) 1 (4.8) 1 (4.8) 
Don’t know 0 (0) 0 (0) 0 (0) 
Missing data 1 (4.8) 3 (14.3) 5 (23.8) 
TOTAL 21 (100) 21 (100) 21 (100.0) 
     
Journal club or similar interest 
group 
Yes 18 (85.7) 10 (47.6) 12 (57.1) 
No 2 (9.5) 4 (19.1) 5 (23.8) 
Don’t know 0 (0) 0 (0) 0 (0) 
Missing data 1 (4.8) 7 (33.3) 4 (19.1) 
















Appendix XIII: Inter-rater reliability for 15-item audit checklist 
 
Item Pilot 1 Pilot 2 Pilot 3 Pilot 4 
ICC (95% CI)  p ICC (95% CI) p ICC (95% CI) p p ICC (95% CI) p p 
1. Baseline assessment at impairment-level  0.57 (0.02-0.87) 0.742 0.47 (-0.08-0.83) 0.859 0.37 (-0.34-0.80) 0.911 1.00 - 
2. Baseline assessment at activity-level 0.86 (0.56-0.96) 0.098 0.53 (-0.04-0.85) 0.801 0.87 (0.58-0.97) 0.083 0.42 (-0.11-0.80) 0.897 
3. Baseline assessment at participation-level 0.67(0.15-0.91) 0.557 0.40 (-0.13-0.80) 0.905 0.93 (0.76-0.98) 0.011 0.83 (0.48-0.96) 
 
0.160 
4. Recording of baseline assessments 0.80 (0.41-0.95) 0.241 1.00 - 0.93 (0.76-0.98) 
 
0.011 0.64 (0.09-0.90) 
 
0.624 
5. Goals 0.13(-0.33-0.64) 0.987 0.53 (-0.04-0.85) 0.801 0.80 (0.35-0.95) 0.266 0.71 (0.06-0.93) 
 
0.513 
6. Evidence-base for the intervention plan 0.00 (-0.60-0.60) 0.992 1.00 - - - 0.88 (0.62-0.97) 
 
0.060 
7. Intervention for impairment-level needs 0.23 (-0.49-0.74) 0.961 0.00 (-0.60-0.60) 0.992 0.62 (-0.02-0.89) 0.662 0.07 (-0.59-0.65) 0.986 
8. Intervention for activity-level needs 0.29 (-0.34-0.75) 0.952 0.18 (-0.23-0.65) 0.982 0.69 (0.18-0.91) 0.519 0.71 (0.13-0.92) 
 
0.510 
9. Intervention for participation-level needs  0.40 (-0.23-0.80) 0.904 0.70 (0.19-0.92) 0.499 0.00 (-0.44-0.55) 0.995 0.27 (-0.14-0.71) 0.961 
10. Documentation of revised plans/changes in intervention OR 
re-evaluation of intervention plan at impairment-level 
0.99 (0.96-1.00) <0.001 1.0 (0.95-1.00) <0.001 0.25 (-0.19-0.70) 
 
0.968 0.99 (0.96-1.00) <0.001 
11. Documentation of revised plans/changes in intervention OR 
re-evaluation of intervention plan at activity-level 
0.57 (0.02-0.87) 
 
0.742 0.99 (0.94-1.00) <0.001 0.21 (-0.23-.67) 0.977 0.98 (0.94-1.00) 
 
<0.001 
12. Documentation of revised plans/changes in intervention OR 
re-evaluation of intervention plan at participation-level 
0.86 (0.56-0.96) 0.098 0.99 (0.95-1.00) <0.001 0.23 (-0.21-0.69) 
 
0.974 0.98 (0.92-0.99) <0.001 
13. Documentation of progress/deterioration over the course 
of intervention at impairment-level 
0.67 (0.15-0.91) 0.557 0.99 (0.98-1.00) 
 
<0.001 0.61 (0.08-0.88) 
 
0.677 0.55 (-0.01-0.86) 0.768 
14. Documentation of progress/deterioration over the course 
of intervention at activity-level? 
0.80 (0.41-0.95) 0.241 0.99 (0.95-1.00 
 
<0.001 0.61 (0.08-0.88) 0.677 0.61 (0.073-0.88) 
 
0.679 
15. Documentation of progress/deterioration over the course 
of intervention at participation-level? 
0.13 (-0.33-0.64) 0.987 1.00 - 0.61 (0.08-0.88) 
 
0.677 0.57 (0.02-0.87) 0.742 



















Problem/s identified Changes made 
1 Differences in interpretations of what would be classified as 
impairment-, activity- or participation-level.  
Definitions included in rubric 
Minor additions to items 6 and 10 
2 Poor agreement between raters for several items. 
Examination of the grading rubric by an independent educator 
revealed that some terms were unspecific and therefore open 
to different interpretations by raters 
Rubric revised to describe each criterion more  precisely 
3 Lack of clarity in interpretations of grading rubric and 
confusion about the differences between ‘impairment-level’ 
and ‘activity-level’. 
Decisions made: 
Interviews were not regarded as ‘assessment’ 
The activity had to be considered in light of the aim, i.e. if the activity was related to what the client had to do at work 
it was classified as being at participation-level rather than activity-level 
Descriptors for the ‘not applicable’ category and more specific criteria for ‘somewhat’ and ‘completely’ for items 4-5 
and 7-12 were included in the grading rubric 
4 As for pilot 3 The checklist was reduced to 10 items by collapsing each item about ‘activity’ and ‘participation’ into one; item 4 was 
removed as recording of assessments could actually be included in items 1 and 2 
Rubric revised to reflect above changes 
5  Criteria for items 1-8 in rubric were refined to make them more specific, e.g. item 2 had ‘at least one goal’ added to 
the beginning of the descriptors for ‘somewhat’ and ‘completely’ 
6 7 items with an IRR of < 80% - more specific rubric seemed to 
create more uncertainty in making decisions about which 
category was correct  consulted 2 international colleagues 
with experience in conducting audits 
Differences in ratings occurred for 2 records due to the 
wording used in the record. In one record, one rater 
interpreted an entry as monitoring and the other as 
intervention, and in the second the recording of the 
assessment findings could also have been interpreted as an 
intervention. 
Collapsed rating categories into 3 options (yes, no and not applicable). The ‘not applicable’ category was retained to 
ensure that a realistic reflection of the content of participant’s records would be obtained but changes were made to 
make the descriptor clearer. For example some participants would not be involved in providing intervention and re-
assessment may also not have been applicable in some cases, i.e. if they had not seen the patient for long enough or it 
the purpose of the occupational therapy service was purely assessment and referral or providing recommendations  
 The following principles emerged from the training session: 
In item 1, it had to be clear that a recognised, criterion-based assessment had been done, e.g. it was not sufficient for 
the record to state that there was full passive range of movement in the upper limbs. 
Exercises were considered to be impairment-level rather than activity-level and would therefore be rated under item 
5. 
Splints were regarded as being intervention at impairment-level (item 5) unless it was clear that the splints were being 
used in function. In this case, they would be classified under ‘activity and participation-level’ (item 6). 
Wheelchair dexterity would be classified under ‘activity and participation-level’ (item 6) and not ‘impairment level’ 


















Appendix XV: 12 week questionnaire 
Participant Number:    
 
Date completed: …../…../09 
WESTERN CAPE OCCUPATIONAL THERAPY  
EVIDENCE-BASED PRACTICE STUDY  
 
 
This is the second questionnaire in my study and is designed to get your ideas about various aspects of evidence-
based practice. Please tell me what YOU really believe.  
All responses will be treated in strict confidence. Individual identities will be masked and the analysis of the data will 
be blinded. Only the aggregate results will be published.  
Please complete all the questions. 
Thank you for your participation! 
For the purposes of this questionnaire, Evidence-Based Practice is defined as follows:  
 
Using evidence-based practice means the conscientious, explicit and judicious use of current best evidence in making 
decisions about the management of clients.  That is, looking up, appraising and applying both basic, factual 
information as well as condition/problem-specific evidence. 
 
Please read the 2 scenarios below, and try to answer all of the following questions to the best of your ability. Do not 
worry if you are unfamiliar with the diagnoses mentioned; this should not affect your answers.  You will find most of 
the following questions quite challenging, and will need to think carefully when answering them.  If you are unsure of 
an answer, please say so. 
Scenario 1 
You work in an out-patients anxiety disorders clinic where you have been seeing a large number of young adults 
whose high levels of anxiety are affecting their productivity. They have been attending a support group but you have 
recently started wondering about the value of cognitive behavioural therapy in reducing anxiety levels and enabling 
them to cope more effectively with their everyday activities.  
 
Scenario 2 
You have recently started receiving a number of referrals for people who have hypertension and cardiac problems. 
The focus of treatment until now has been provision of dietary advice and education. You are considering starting a 
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1.  Write a focused question (PICO) for ONE of the above scenarios, which will help you to organise a 
search of the literature. [Population] [Intervention] [Comparative intervention] [Outcome] 
P: ________________________________________________________________________________ 






2.  What type of study (design) would best answer your question (refer to question 1)? Please √ one box. 
 
 Case control 
 Cohort 
 Controlled trial 
 Cross-sectional 
 Randomised controlled trial 
 Don’t know 
 Other (please specify) ___________________________________ 
3.  Where would you look for information to answer these and other similar clinical questions?  Please √ 
all boxes that apply.   
 
 I wouldn’t look for information, I would use my clinical experience 
 I would talk to colleagues at my workplace 
 I would consult experts in the field not at my workplace 
 I would look on the Internet, e.g. Google 
 I would look for an article in Pubmed  
 I would use a database such as Cochrane or OTSeeker 
 I would use a text book  
 Other (please specify) _______________________________________________________________ 
 
Please indicate how much you agree/disagree with the following statements by circling the most 
appropriate response. 
 
  Strongly 
Agree 
Agree  Undecided  Disagree 
Strongly 
Disagree 
4.  I have a clear understanding of what evidence-based practice is. 5 4 3 2 1 
5.  
Using evidence-based practice increases the certainty that the 
proposed intervention is effective. 
5 4 3 2 1 
6.  
Research using clinical trials is generally more reliable than 
research using the observational method. 
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7.   
Strongly 




The evidence-based practice process requires the appropriate 
identification and formulation of clinical questions. 




Effective searching skills/easy access to bibliographic databases and 
evidence sources are essential to using evidence-based practice. 
5 4 3 2 1 
10.  
 
Evidence-based practice requires the use of critical appraisal skills 
to ensure the quality of all the research papers retrieved. 
5 4 3 2 1 
11.  
 
Critically appraised evidence should be appropriately applied to the 
client using clinical judgement and experience. 
5 4 3 2 1 
12.  In your opinion, how much of occupational therapy practice currently, on average, is grounded in scientific 
evidence that looks specifically at client outcomes?     ___________% 
13.  How frequently do you need, as opposed to actually use, research evidence for client-related purposes?    
  _______ times per month (on average) 
 
Please circle the most appropriate response. 
 
In the last 3 months, I have: 










Looked up information relevant to occupational therapy 
on the internet 
 
 
5 4 3 2 1 
 Looked up information in my undergraduate lecture 
notes 
5 4 3 2 1 
15.  
 
Looked up information relevant to occupational therapy 
in a textbook or reference book 
5 4 3 2 1 
16.  Obtained a copy of a journal article from a library or 
other source (e.g. downloaded an article from the 
internet) 
5 4 3 2 1 
17.  
 
Asked a colleague for information about intervention 
methods / conditions 
5 4 3 2 1 
18.  Attended a lecture/presentation/conference/training 
programme that included research findings related to 
intervention 
5 4 3 2 1 
19.  Done a review of the literature or read a number of 
articles about a particular topic 5 4 3 2 1 
20.  Shared information regarding new intervention methods 
with my colleagues. 5 4 3 2 1 
21.  Participated in a journal club or similar interest group 
relevant to my area of work 
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22.  On average, how often do you look up evidence (i.e. information relating to a client)?   
 _______ times per month 
23.  On average, when you look up evidence, how much time do you spend finding or looking it up? [This does NOT 
include your study time - ONLY the time it takes you to retrieve the material] 
__________mins 
24.  This is a 4-part question. 
FOR THE MOST RECENT CLIENT FOR WHOM YOU NEEDED TO LOOK UP INFORMATION: 
 i) How much time did you spend looking up the evidence relating to his/her condition/problem/ need? [This 
does NOT include your reading or appraisal time - ONLY the time it took you to retrieve the material] 
__________mins 
 ii) Approximately how long ago did this event take place? 
________________________________________ 
 iii) Did you find evidence? 
 Yes (go to question iv) 
 No (go to question 25) 
 iv) Where (what specific sources) did you find this evidence? You may √ more than one option. 
  On the internet 
 From a textbook 
 From original research papers 
 From the Cochrane database or OTSeeker 
 Other (please specify) ____________________________________________________________ 
_____________________________________________________________________________ 
    v) How much did the evidence contribute to your understanding of the client’s condition, problem or need? 
 Completely 
 A lot 
 Not sure 
 A little 





vi) How much did the evidence relate to client-oriented outcomes (e.g. improved quality of life, improved 
function)?  
 Completely 
 A lot 
 Not sure 
 A little 
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Please circle the appropriate response. 5 4 3 2 1 
25.  In your opinion and judgement, how much has the use 
of evidence-based practice, on average, affected the 
management or outcome of the clients you have 
treated? 
Completely A lot Moderately A little Not at all 
26.  During meetings, ward/social rounds or clinics, how 
frequently is current best evidence about the particular 
problem/need at hand discussed? 
Completely A lot Moderately A little Not at all 
27.  How frequently have you raised the role of current best 
evidence at these meetings rounds/clinics? 
 







28.  How much confidence do you have in your occupational 
therapy decision-making? 







None at all 
29.  How easy or difficult has it been for you to use 
evidence-based practice in the last month? 
Very easy 
 
Easy Mixed Difficult Very 
difficult 
30.  How much do you consider the use of evidence-based 
practice a routine part of your work? 
Completely A lot Moderately A little Not at all 
31.  How much has the use of evidence-based practice 
changed the way you work? 
Completely A lot Moderately A little Not at all 
32.  How much do you support the principles of evidence-
based practice? 
Completely A lot Moderately A little Not at all 
33.  How useful do you believe evidence-based practice will 




















Please indicate how much you agree/disagree with the following statements by circling the relevant response. 
  Strongly 
Agree 





Evidence-based practice is a “cook-book” approach that disregards 
clinical experience. 
5 4 3 2 1 
36.  
 
There is no reason for me personally to adopt evidence-based 
practice because it is just a “fad” (or “fashion”) that will pass with 
time. 
5 4 3 2 1 
37.  
 
Evidence-based practice is the future of occupational therapy and will 
become the standard of care. 









It is easy to find the evidence in order to practice evidence-based 
occupational therapy.  
5 4 3 2 1 
39.  
 
Evidence-based practice takes too much time for busy therapists. 5 4 3 2 1 
40.  
 
If evidence-based practice is valid, then anyone can see clients and do 
what occupational therapists do. 
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41.  Evidence-based practice ignores the “art” of occupational therapy. 5 4 3 2 1 
42.  
 
Occupational therapists, in general, should not use evidence-based 
practice because occupational therapy is about people and not 
statistics. 
5 4 3 2 1 
43.  
 
Previous work experience is more important than research findings in 
choosing the best intervention available for a client. 
5 4 3 2 1 
44.  
I personally appreciate the advantages of using evidence-based 
practice. 
5 4 3 2 1 
45.  
Evidence-based practice should be an integral part of continuing 
professional development programmes. 
5 4 3 2 1 
46.  
From my personal observation and experience, evidence-based 
practice is currently being used in South Africa. 
5 4 3 2 1 
47.  If you were to use evidence-based practice, how would you prefer to be given the evidence?  You may √ more 
than one box. 
 Via a desktop computer at home 
 Via a desktop computer in my workplace 
 Hard copy 
 Other (please specify) ___________________________________________________________ 
48.  Do you consider yourself an evidence-based practitioner currently? 
 Yes (Go to question 50) 
 No  (Continue with the following questions 
   
Please circle the relevant response.   
49.  I don’t use evidence-based practice because:  Yes No 
  my consultants/supervisors/managers don’t.                                                                                                                  1           2 
  I don’t know how. 1 2 
  I don’t believe in it. 1 2 
  my colleagues don’t. 1 2 
  I don’t have time. 1 2 
  of personal procrastination in changing old habits. 1 2 
  other reason(s) (please specify) _____________________________________________________________ 
_______________________________________________________________________________________ 
 
Please circle the relevant response. Yes No 
50.  Do you feel you have the support of your peers in accessing and utilising evidence based 
knowledge?      
1 2 
51.  Do you feel you have the support of your management in accessing and utilising evidence 
based knowledge?       
1 2 
52.  Do you feel that your practice settings are supportive in your accessing and utilising 
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53.  Which of the following barriers to using evidence-based practice, if any, have you experienced in your 
workplace? Please √ all boxes that apply. 
 Lack of time 
 Large workload/caseload 
 Lack of interest and support from my supervisor/head of department 
 Lack of interest/support from management generally 
 My own lack of interest and enthusiasm 
 Professional isolation 
 Entrenched behaviours and habits where I work 
 Difficulty accessing a computer 
 Difficulty accessing journals 
 Limited searching skills 
 Limited critical appraisal skills 
 Use of research evidence is not a priority where I work 
 Lack of evidence to support what we do in OT 
 Limited support for continuing education where I work 
 The large volume of published research – difficult to sift through it 
 Limited resources and funding to support the change to EBP 
 Benefits and advantages of adopting EBP are not clear 
 Other barriers (please specify) _______________________________________________________ 
________________________________________________________________________________ 
54.  Have you tried to overcome any of these barriers?  
 No 




55.  How do you feel about incorporating evidence into your occupational therapy practice at the moment? 
There is no right or wrong answer – just √ the box that most sounds like how you feel right now. Choose 
one box only 
 
 I am not really thinking about using evidence in my practice at the moment 
 I am thinking about using evidence in my practice, but I have not made any specific plans yet 
 I have started making plans about using evidence in my practice 
 I have begun using evidence in my practice now and then 
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56. If you have changed your place of employment since agreeing to participate in the study, please indicate 
your main area/s of practice currently? Please √ all boxes that apply.  
 paediatrics (please specify) _______________________________________________________ 
 stroke 
 amputation 
 hand conditions 
 burns 
 arthritis (please specify) __________________________________________________________ 
 depression 
 psychoses (please specify) ________________________________________________________ 
 chronic diseases of lifestyle (please specify) __________________________________________ 
 anxiety 
 intellectual disability (please specify: adults, adolescents or children) ______________________ 
 substance use disorder 
 bipolar affective disorder 
 work practice 
 other (please specify) ____________________________________________________________ 





Thank you for taking the time to complete this questionnaire. 
 
Please contact Helen Buchanan (email: Helen.buchanan@uct.ac.za; tel: 021 406 6383) 
if you hav  any queries about this questionnaire. 
 
Original sources of items used in this questionnaire: 
Items 1-3 from the Adapted Fresno Test of Evidence-based Practice (McCluskey and Bishop, 2009; McCluskey and 
Lovarini, 2005)  
Items 4-13 and 15-49 from Johnston et al (2003) 
Items 13, 15-21 from Knowledge Acquisition Questionnaire (MacDermid et al., 2006)  
Items 50-52 from Familiarity and Access to Technology Questionnaire (MacDermid et al., 2006)  
Items 53-54 were from McCluskey (2003b) 
Item 55 from Readiness to Change Clinical Practice Questionnaire (MacDermid et al., 2006)  
 
Items were adapted to apply to occupational therapy and the South African context. Permission to 

















Appendix XVI: Audit checklist 
Participant Number:   
Evidence-based Practice Study: Chart Audit Form 
 
 Evaluation: Baseline___  3-month follow-up___       Date __________ 
 
 
Record no. ………. 
No (0) Yes (1) N/A 
(exclude) 
Comments 
Baseline assessment at impairment-level  
 
    
Baseline assessment at activity and participation-level  
 
    
Goals of intervention 
 
    
Evidence-base for any OT intervention performed 
 
    
Recording of intervention at impairment, activity or participation level 
 
    
Monitoring changes in client’s condition between two or more contacts at 
impairment-level 
    
Monitoring changes in client’s condition between two or more contacts at 
activity- &/or participation-level 
    
Re-assessment at impairment-level 
 
    
Re-assessment at activity- &/or participation-level  
 
    










 SCORE OBTAINED (A): 
 
 
















Appendix XVII: Grading rubric for 12 week SAFT 
Shortened Adapted Fresno Test of Competence in EBP:  Grading Rubric for 12 week Questionnaire 
 
General instruction to raters: If in doubt, mark down, not up. 
 
Question 1 
Instruction to raters:  
This question is worth a total of 16 points as follows: 
 a maximum of 3 points for the P, I, C and O parts of the question (see rubric below for mark allocations), and 
 a maximum of 4 points for the question as a whole. If all four parts are present in the question, give an additional 4 marks. Deduct one mark for each 
missing component. 
Each answer is to be placed into a designated marking category. Use the marking grid to record your scores.  If in doubt, consider whether what is written will 
contribute to an optimally specific search of the literature. Intervention of interest can be interchanged with comparison, but only score a response in one 
column.  
 
Please read the 2 scenarios below, and try to answer all of the following questions to the best of your ability.  Do not worry if you are unfamiliar with the 
diagnoses mentioned; this should not affect your answers.  You will find most of the following questions quite challenging, and will need to think carefully 
when answering them.  If you are unsure of an answer, please say so. 
Scenario 1 
You work in an out-patients anxiety disorders clinic where you have been seeing a large number of young adults whose high levels of anxiety 
are affecting their productivity. They have been attending a support group but you have recently started wondering about the value of 
cognitive behavioural therapy in reducing anxiety levels and enabling them to cope more effectively with their everyday activities.  
Scenario 2 
You have recently started receiving a number of referrals for people who have hypertension and cardiac problems. The focus of treatment 
until now has been provision of dietary advice and education. You are considering starting a stress management programme but would like to 
















Write a focused question (PICO) for ONE of the above scenarios, which will help you to organise a search of the literature. [Population] [Intervention] 
[Comparative intervention] [Outcome] 
P: __________________________________________________________________________________________________________________________ 











descriptors of population 
AND diagnosis/condition 
 e.g. “adults/young adults 
with anxiety”, OR “adults/ 
clients/ people  with 
hypertension and cardiac 
problems”  
Includes specific intervention of 
interest 
e.g. “cognitive behavioural therapy” 
OR “CBT” OR “stress management” OR 
“stress management programme”  
 
N.B. It is permissible to interchange 
comparison/intervention in Columns 2 
and 3 but only score responses once 
Identifies specific alternative of 
interest  
e.g. “support group” OR  “dietary 
advice” OR “education” OR “dietary 
advice and education” 
 
N.B.  Response  must imply 
comparison/ alternative;  it is 
permissible to interchange 
comparison/ intervention in 
columns 2 and 3 but only score 
responses once 
Outcome that is objective and 
meaningful to the client  
e.g. “reduce/decrease 
anxiety/anxiety levels” OR 
“improve ability to cope with 
everyday activities” OR 
“improve daily coping skills” OR 
“improve productivity” OR 
“improve quality of life” OR 




One appropriate descriptor 
of condition OR population 
as above  
e.g. “adults” OR  “young 
adults” OR  “anxiety” OR 
“hypertension” OR “cardiac 
problems” 
Mentions type of intervention, non-
specific 
e.g . “cognitive therapy” OR  “mental 
therapy” 
Mentions a non-specific 
comparison group 
e.g.   “ mental therapy” OR 
“activity” OR “therapy” 
Non-specific/ less accurate 
outcome  
 


















 Population Intervention Comparison Outcome 
Limited  
(1 pt) 
A single general descriptor 
unlikely to contribute to 
search  
e.g. “client” OR “health 
problems” OR “problems” OR 
“people” 
Mentions intervention but unlikely to 
contribute to search 
e.g. “therapy” OR “activity” 
Mentions comparison but unlikely 
to contribute to search  
e.g. “compared to other methods” 
OR “no intervention” 
Reference to outcome, but so 
general as to be unlikely to 
contribute to search 








None of the above present or 
irrelevant/inappropriate intervention 
None of the above present 




None of the above present or 
irrelevant/inappropriate 
outcome 




What type of study (design) would best answer your question (refer to question 20)? Please √ one box. 
 
Instruction to raters: Total number of points = 3. Points allocated as follows: 
Best design  
(2 pts) 
randomised controlled trial 






0 points don’t know 
bonus pt 
 



















Where would you look for information to answer these and other similar clinical questions?  Please √ all boxes that apply.   
 
Instructions to raters: One point for each option ticked. Additional points for specific examples given under ‘Other’. Total points = 11. 
 
0 pts I wouldn’t look for information, I would use my clinical experience 
1 pt I would talk to colleagues 
1 pt I would consult experts in the field 
1 pt I would look on the Internet 
1 pt I would look for an article in Pubmed  
1 pt I would use a database such as Cochrane or OTSeeker 
1 pt I would use a text book  
1 pt for each of 
these categories 
Other (please specify):  
 Other databases, e.g. Cinahl, PEDRo 
 Clinical guidelines  
 Professional organisations, e.g. SA Society of Hand Therapists 
 Conference proceedings 



















Appendix XVIII: Audit grading rubric 
Guidelines for Scoring Records for Audit 
 
Definition of terms: 
Activity-level: Execution of a task or action by an individual (WHO, 2002), e.g. ADL, watching TV alone, general mobility, preparing meals, housework, child 
care, transfers 
Criterion-based: has a formal scoring system, i.e. a measurable rating scale 
Goal: ‘A vision statement about future desires that is delimited by the need that it addresses’ (Pendleton & Schultz-Krohn, 2006 : 1211). It is related to where 
we see the client in the future but not how we will achieve the end-point. 
Impairment-level: problems in body structures or function (WHO, 2002), i.e. performance components  
Intervention: Any action by therapist to promote change in client’s condition, performance or re-integration 
Participation: involvement in a life situation (WHO, 2002), e.g. work, attending church, shopping, education, recreation & leisure, school 
 
Items 0 (No) 1 (Yes) Not applicable 
Baseline assessment at 
impairment-level 
No recognised or criterion-based 
impairment-level assessment recorded 
before intervention for that component 
was started  
At least 1 recognised criterion-based 
assessment at impairment-level recorded 
before intervention for that component 
was started  
- 
Baseline assessment at 
activity- or participation-level  
No recognised or criterion-based activity- 
or participation-level assessments 
performed before intervention for that 
performance area was started  
At least 1 recognised criterion-based 
assessment at activity- &/or participation-
level recorded before intervention for that 
performance area was started 
- 
Goals of intervention  No goals for intervention plan within first 
2 contacts 
At least one goal documented within first 



















Items   0 (No) 1 (Yes) Not applicable 
Recording of intervention at 
impairment, activity &/or 
participation level 
No intervention for impairment-, activity- 
or participation-level needs recorded & 
conducted 
At least one instance where intervention 
for impairment, activity- or participation-
level needs is recorded & conducted 
- 
Monitoring changes in 
client’s condition between 
two or more contacts at 
impairment-level 
No information about changes in client’s 
condition at impairment-level 
At least 1 instance where changes in 
client’s condition are documented  at 
impairment-level  
Applies if: 
No intervention provided in this 
context 
Client only seen for assessment, 
therefore re-assessment not 
required 
No problems identified, 
therefore re-assessment not 
required 
Client only seen once, therefore 
no monitoring or re-assessment 
possible 
Intervention on-going, therefore 
re-assessment not yet 
appropriate. May still be done in 
the future. 
Client defaulted from OT 
therefore re-assessment not 
possible 
 
Monitoring changes in 
client’s condition between 
two or more contacts at 
activity- &/or participation-
level 
No information about changes in client’s 
condition at activity- &/or participation-
level 
At least 1 instance where changes in 
client’s condition are documented  at 
activity- &/or participation level  
Re-assessment at 
impairment-level to confirm 
goals achieved 
No recognised or criterion-based  
impairment-level assessments repeated 
from baseline to determine effect of 
intervention 
Repeats & records at least 1 recognised or 
criterion-referenced baseline assessment 
at impairment-level  
Re-assessment at activity- 
&/or participation-level to 
confirm goals achieved 
No recognised or criterion-based  activity- 
or participation-level assessments 
repeated from baseline to determine 
effect of intervention  
Repeats & records at least 1 recognised or 
criterion-referenced baseline assessment 
at activity- &/or participation-level but not 
criterion-referenced 
SCORING GUIDELINES Evaluation ultimately depends on the expertise of the rater to determine whether to evaluate records as ‘somewhat’ or 
‘completely’ as the behaviours required may vary in different situations.  Scores of zero are used when records have no 
mention of the item.  Scores of 1 are used when there is some mention of the item but detail is missing, and scores of 2 are 





















No Checklist item Reported on page No 
Title and abstract 
 1a Identification as a randomised trial in the title 188 
1b Structured summary of trial design, methods, results, and conclusions (for specific guidance see CONSORT for abstracts) xxvii 
Introduction 
Background and objectives 2a Scientific background and explanation of rationale 188-194 
2b Specific objectives or hypotheses 195 
Methods 
Trial design 3a Description of trial design (such as parallel, factorial) including allocation ratio 196 
3b Important changes to methods after trial commencement (such as eligibility criteria), with reasons N/A 
Participants 4a Eligibility criteria for participants 197 
4b Settings and locations where the data were collected 201 
Interventions 5 The interventions for each group with sufficient details to allow replication, including how and when they were actually 
administered 
203-206, Appendix XXII 
Outcomes 6a Completely defined pre-specified primary and secondary outcome measures, including how and when they were assessed 201-202 
6b Any changes to trial outcomes after the trial commenced, with reasons N/A 
Sample size 7a How sample size was determined 198 
7b When applicable, explanation of any interim analyses and stopping guidelines N/A 
Randomisation:    
 Sequence generation 8a Method used to generate the random allocation sequence 200 
8b Type of randomisation; details of any restriction (such as blocking and block size) 200-201 
 Allocation concealment 
mechanism 
9 Mechanism used to implement the random allocation sequence (such as sequentially numbered containers), describing 
any steps taken to conceal the sequence until interventions were assigned 
200 & 233 
 Implementation 10 Who generated the random allocation sequence, who enrolled participants, and who assigned participants to 
interventions 
200 & 246 
Blinding 11a If done, who was blinded after assignment to interventions (for example, participants, care providers, those assessing 
outcomes) and how 
203, 209 & 233 
11b If relevant, description of the similarity of interventions N/A 
Statistical methods 12a Statistical methods used to compare groups for primary and secondary outcomes 210-211 
12b Methods for additional analyses, such as subgroup analyses and adjusted analyses N/A 
Results 
Participant flow (a diagram 
is strongly recommended) 
13a For each group, the numbers of participants who were randomly assigned, received intended treatment, and were 
analysed for the primary outcome 
214 
13b For each group, losses and exclusions after randomisation, together with reasons 214 
















14b Why the trial ended or was stopped N/A 
Baseline data 15 A table showing baseline demographic and clinical characteristics for each group 216 
Numbers analysed 16 For each group, number of participants (denominator) included in each analysis and whether the analysis was by original 
assigned groups 
215-232 
Outcomes and estimation 17a For each primary and secondary outcome, results for each group, and the estimated effect size and its precision (such as 
95% confidence interval) 
223-228 
17b For binary outcomes, presentation of both absolute and relative effect sizes is recommended 224-226 
Ancillary analyses 18 Results of any other analyses performed, including subgroup analyses and adjusted analyses, distinguishing pre-specified 
from exploratory 
N/A 
Harms 19 All important harms or unintended effects in each group (for specific guidance see CONSORT for harms) N/A 
Discussion 
Limitations 20 Trial limitations, addressing sources of potential bias, imprecision, and, if relevant, multiplicity of analyses 245-247 
Generalisability 21 Generalisability (external validity, applicability) of the trial findings 242 
Interpretation 22 Interpretation consistent with results, balancing benefits and harms, and considering other relevant evidence 233-241 
Other information  
Registration 23 Registration number and name of trial registry 212 
Protocol 24 Where the full trial protocol can be accessed, if available Available from author 
Funding 25 Sources of funding and other support (such as supply of drugs), role of funders ii 
 
*We strongly recommend reading this statement in conjunction with the CONSORT 2010 Explanation and Elaboration for important clarifications on all the items. If relevant, we also recommend 

















Appendix XX: Information sheet for Study 3 
 
[University of Cape Town letterhead] 
 




Participation in a research project: ‘Evidence-based practice in occupational therapy’ 
 
I am conducting a study towards a PhD degree to investigate Evidence-based practice in 
occupational therapy in the Western Cape. The study sets out to investigate the impact 
of two different educational interventions on practice. Research findings will be used to 
inform strategies for implementing evidence-based practice in occupational therapy in 
the future. 
 
I am looking for OTs to participate in the study. Participants should work at least 20 
hours per week in any area of OT practice, including direct client contact or 
planning/managing an OT service.  
 
Participation in the study will entail the following: 
 
Providing permission for access to your recent client records so that an audit can be 
conducted  
While this may sound intimidating, I would like to assure you that the outcome of 
interest is NOT individual therapist’s records, but rather the overall picture. The identity 
of therapists and clients will be protected by ensuring that numbers rather than names 
are used on audit checklists. Results will be published with sensitivity to ensure that 
there will be no harm to clients or therapists.  
 
You will be required to sign consent for permission to access your records. Permission 
















where appropriate. Participants will be contacted to arrange a suitable date and time for 
the audit. You will need to have the list of clients seen during the previous week so that a 
random sample of records can be drawn for audit. On arrival at your workplace, a 
research assistant will draw the random sample and will audit the records using an audit 
checklist. Once the audit has been completed, the research assistant will interview you 
about the selected records. The purpose of the interview is to gain further understanding 
into the factors you considered in making decisions about the client’s management. As 
existing records will be used and it will take only the time required to locate the records, 
client care should not be compromised. The audit will be conducted in May 2008. At the 
end of the study a second audit will be conducted in the same way. It is anticipated that 
this will be in the first week of December 2008. 
 
Participating in an intervention about evidence-based practice 
This will entail attending either one or two half-day training sessions in June 2008. In 
addition, there may be a follow-up meeting in late November or early December 2008. 
All training sessions/meetings will focus on evidence-based practice for occupational 
therapy in the Western Cape. Application will be made for CPD points for each training 
session/meeting. All participants will be asked to complete a questionnaire before 
attending the first training session in June and again in late November/early December. 
The questionnaire will contain demographic information and questions related to 
different aspects of practice. All questionnaires will be coded with a personal 
identification number. Responses will be treated as confidential and only the research 
coordinator and I will have access to the codes and the linked names. Data will be 
treated confidentially at all times to avert potential harm to participants. All data will be 
maintained in a secure setting at the Department of Health & Rehabilitation Sciences.  
 
Please note that participation in this project is strictly voluntary. If you agree to 
participate, you will be randomly selected to attend one of two interventions. Should 
one intervention be shown to be more effective than the other, participants who do not 
















Possible disadvantages of participating in this study are that you may feel uncomfortable 
having someone read your records, however, please be assured that numbers will be 
used on the audit forms and only the researcher and research coordinator will be able to 
link the audit data to names of participants. Client details will not be captured. Possible 
benefits of participating will include an increased appreciation of evidence-based 
practice in occupational therapy. All results will be shared with participants by means of 
a feedback workshop once the results have been produced. 
Approval for the study has been obtained by the Research Ethics Committee of the 
Faculty of Health Sciences at the University of Cape Town (REC REF: 259/2006).  
Please do not hesitate to contact me if you have any questions or need any further 
clarification.  
I would be very grateful for your support in this research project. If you are prepared to 
take part in the study, you will be requested to sign a consent form and return it to me at
your earliest convenience.
Thank you for your time and consideration
Sincerely 
Helen Buchanan    Dr Mark Blockman 
Lecturer: Division of Occupational Therapy   Research Ethics Committee Office 
Tel: 021-406 6383        Tel: 021-406 6492  














Appendix XXI: Consent form for Study 3 
EVIDENCE-BASED PRACTICE STUDY: CONSENT FORM 
I have read the information provided about the research into evidence-based practice in 
occupational therapy.  
I have understood the purpose of the research study. 
I understand that the following will occur: 
 my client records will be audited on two occasions (once at the beginning of the study
and again after 6 months);
 I will be required to complete a questionnaire about evidence-based practice at the 
beginning and end of the study (6 months after EBP training); 
 I will be randomly assigned to one of two interventions. Depending on which group I am 
in, I will be required to attend one or two training sessions (and possibly a follow-up
meeting) about evidence-based practice in occupational therapy.
 Should one intervention be shown to be more effective than the other, participants who
do not receive this intervention will be given the opportunity of receiving it after the 
study.
All these events will take place as far as possible during 2008. 
I understand that all information will remain confidential. No identifying information will be
used in any written account of the research, and audit checklists and questionnaires will be
numbered to ensure that my name is not linked to the data.
I understand that I choose to participate in the study on a voluntary basis and that I am 
allowed to withdraw from the study. 
I have had an opportunity to ask questions and these have been answered satisfactorily. 
I agree / do not agree to participate in the research study. 
















Name (please print): …..…………………………………………… 
 
Place of work: ………………………………………………………… 
 
Contact telephone no.: work………………………home………………………cell….………...…………... 
 
Email address: ………………………………………………………………………………………………… 
 
Current areas of practice: Please √ all boxes that apply. 




 hand conditions (please specify) 
___________________________________________________ 
 burns 
 arthritis (please specify) 
__________________________________________________________ 
 depression 
 psychoses (please specify) 
________________________________________________________ 
 chronic diseases of lifestyle (please specify) 
__________________________________________ 
 anxiety 
 intellectual disability 
 substance use disorder 
 bipolar affective disorder 
 work practice 

















Appendix XXII: Description of the educational 
interventions in the OT EBP trial 
 
Background to the interventions 
Interventions were tailor-made for the local Western Cape context and developed with 
reference to literature and the results of the survey (see Chapter 4). Gaps in knowledge and 
skills, and identified barriers to implementing EBP, were specifically addressed. The 
intervention was based on evidence as far as possible. Decisions about the final content 
were made in consultation with local and international experts. The executive committee of 
the Metropole Occupational Therapists in Health (MOTH) group was consulted to identify 
the conditions most commonly treated by occupational therapists in the public sector, and 
to discuss how the research could be used to further their aims. The group was looking at 
quality assurance with the aim of establishing a minimum standard of care at each level of 
service. These standards would be linked to evidence. A task group was in the process of 
gathering guidelines from therapists to see what was available and identify gaps. Working 
with this group was in keeping with Forstelund et al’s (2009) claims that efforts to promote 
EBP are strengthened by using existing networks and infrastructures.  
 
Literature informing the type of interventions employed 
Systematic reviews in The Cochrane Library were reviewed to inform the intervention as 
discussed in chapter 8. Education sessions were identified as most feasible in the context of 
the OTEBP trial. A systematic review concluded that continuing education sessions can 
produce small to moderate changes in practice (Forsetlund et al., 2009). Furthermore, 
although didactic interventions were able to change practice, interactive interventions 
seemed most effective (2005) but it was not known whether these conclusions applied 
equally to occupational therapists as most studies involved physicians or nurses. 
 
Theoretical foundation 
According to Hammond and Klompenhouwer (1992), strategies aimed at changing practice 
















beliefs and benefits of change, increase self-efficacy and provide opportunities to practice 
skills. To this end, theories of adult learning, motivation and behaviour change were drawn 
on to guide the development of the intervention. Theories focusing on individual rather 
than organisational change were selected. 
 
According to Rogers (Rogers, 2003, p 1), ‘*g+etting a new idea adopted, even when it has 
obvious advantages, is difficult’. As implementing new ideas can take many years, much 
work has been done on understanding how to speed up the process of adopting an 
innovation (Rogers, 2003). The trans-theoretical stages of change model describes five 
stages, pre-contemplation, contemplation, preparation, action and maintenance, through 
which an individual must progress in order to adopt a pre-specified behaviour (DiClemente 
et al., 1991, Prochaska et al., 1992). According to this model, behaviour is influenced by an 
individual’s readiness to adopt a behaviour when information about that behaviour is 
presented (Dalton and Gottlieb, 2003, Prochaska et al., 1992). An item in which participant’s 
rated their readiness to adopt EBP was included in the baseline and 12-week questionnaires 
to determine whether the intervention had been successful in evoking change. Additional 
information is provided in section 6.3.1.6  
 
To encourage adoption of EBP, social learning theory was used in the intervention sessions. 
This theory focuses on learning that occurs in a social context where people learn from each 
other through observation, imitating actions and modelling (Rutledge, 2000). Principles from 
social learning theory were applied during the intervention to encourage behaviour change. 
The PI attempted to instil the belief that participants could ‘do’ EBP by giving confidence-
building messages, allowing them to observe others being successful, and experiencing their 
own success. Other principles such as setting realistic expectations and learning through 
observing others were also applied (Dawes et al., 2005).  
 
Contextual information emerging from Study 1 

















 Clinical experience, information from continuing education programmes and colleagues 
were used more frequently than research literature, showing a limited appreciation of 
the importance of drawing on scientific evidence in clinical decision-making. 
 Very few respondents used the internet to access research evidence despite having 
access to a computer and the internet (although this may have been at home rather 
than work). 
 Few respondents had access to an academic library. 
 Although most respondents relied on secondary sources of evidence with few searching 
for, and appraising, primary literature, systematic reviews were hardly used and the 
majority reported poor confidence using The Cochrane Library. Respondents were 
mainly interested in using brief evidence-based summaries and evidence-based 
occupational therapy guidelines or protocols developed by others and very few were 
interested in learning search or appraisal skills.  
 Respondents were reasonably confident in searching for literature but lacked confidence 
in evaluating studies and determining their significance. 
Goals of the interventions were identified based on the above findings. 
 
Goals of the interventions 
The overall goals of both interventions were to: 
 Improve knowledge and skills in the steps of EBP, namely developing focused questions, 
searching for evidence, appraising research articles, and applying research findings to 
practice; 
 Foster positive attitudes towards EBP; 
 Increase confidence in implementing EBP, and in so doing, influence behaviour; 
 Facilitate the process of applying evidence by providing packages of ‘strong’ evidence 
that could be applied in practice; 
 Raise awareness about the importance of monitoring the effectiveness of interventions 
through record-keeping thus encouraging participants to generate their own evidence; 

















Design of the interventions 
Based on the literature and the survey findings (refer to Chapter 4) the principles used in the 
design of the education sessions were: 
 Promotion of freely available internet resources; 
 Development of support structures for participants who lacked access to a computer or 
the internet; 
 Ensuring a balance in teaching the skills required for each of the five EBP steps (Dawes et 
al., 2005, Soltani et al., 2004). In particular, participants would need to learn how to 
evaluate studies and determine their significance for the SA context; 
 Recognising the unrealistic emphasis placed on appraisal in the past, as well as limited 
time and high workloads, the focus would be on using pre-appraised literature, such as 
systematic reviews and that found in professional evidence databases such as OTseeker 
(http//:www.otseeker.com) (Soltani et al., 2004). As appropriate secondary sources may 
be absent in some areas of occupational therapy practice, basic appraisal skills would 
also be taught; 
 Raising awareness of the importance of higher levels of evidence (Soltani et al., 2004) 
rather than evidence based on clinical experience and information from colleagues; 
 Introduce statistics at a later stage to prevent discouragement (Dawes et al., 2005); 
 The content of the interventions had to reflect the realities of clinical settings in terms of 
time and resource limitations (Soltani et al., 2004). Strategies would need to instil 
confidence that EBP is possible in a busy work schedule; 
 Address the barriers to EBP identified in the baseline survey, e.g. lack of access to a wide 
range of electronic journals/databases. Strategies should be devised to overcome 
barriers and manage change related to EBP (Hammond and Klompenhouwer, 2005); 
 Develop action plans to start using EBP (McCluskey and Lovarini, 2005). 
 
Length of the intervention 
Two-day workshops for occupational therapists were conducted in Australia (McCluskey and 
Lovarini, 2005) and the UK (Hammond and Klompenhouwer, 2005). The former study 
included occupational therapists working in any area of practice and aimed to increase 
















working in rheumatology with the goal of teaching them an effective strategy for 
implementing joint protection education with clients. Forsetlund et al’s (2003) intervention 
for physicians to make public health practice more evidence-based varied between one and 
five days. A study conducted in government maternity units in SA used a single interactive 
workshop lasting between two-and-a-half and three hours to influence obstetric practice 
(Smith et al., 2004). The argument for the brief intervention in the latter study was the 
scarcity of resources and the resultant need for cost-effective interventions. Recognising the 
difficulties occupational therapists might face in attending the intervention because of high 
workloads and staff shortages, a shorter course would be more feasible and more cost 
effective. Thus, in consultation with the MOTH group, a four-hour workshop was planned 
for each group with an additional two-hour session one week later for the IE.  
 
Format of the interventions 
The IE was multi-facetted as it consisted of more than one intervention, namely education, 
follow-up and reminders (Forsetlund et al., 2009). Educational materials were considered 
part of the educational intervention (Forsetlund et al., 2009). A Microsoft PowerPoint 
presentation was used for the DE and the first IE session. The content of these presentations 
were the same but small group discussions and hands-on practical exercises were included 
to practice specific skills in the IE. As the DE did not have a practical search session, 
additional slides were included in the presentation to show participants specific features 
they could use in specialised and traditional databases. Evidence ‘packages’ contained a 
minimum of three articles on a particular condition. The ‘packages’ consisted of evidence-
based guidelines, CAPs, systematic reviews or pre-appraised literature considered to be 
‘best practice’ for the areas in which participants worked. Advice was obtained from two 
international occupational therapists with considerable experience in EBP and specific areas 
of practice, namely stroke and paediatrics, about articles in their field that provided 
evidence of ‘best practice’. Other articles were obtained by searching OTseeker, The 
Cochrane Library, Pubmed and CINAHL. In addition, searches for high quality clinical 
guidelines were conducted. Articles were selected based on the hierarchy of evidence and 
wherever possible, pre-appraised sources were used. Citations for the articles included in 

















Table 88: Content of evidence 'packages' 
Topic and article Type of document/study 
Burns 
Burn Therapy Working Group (2007) 
de Lateur et al (2007) 
Esselman (2007)  
Esselman (2006) 
O’Brien and Pandit (2003) 
So et al (2007) 
 







Cuijpers et al (2004) 
Ma and Teasdale (2007) 
National Institute for Health and Clinical Excellence (NICE) (2004) 
Royal Australian and New Zealand College of Psychiatrists Clinical Practice 







Hands and arthritis 
O’Brien et al (2005) 
Wajon and Ada (2005b) 





Critically appraised paper  
Cross-over trial 
Management 




Blauw-Hospers and Hadders-Algra and (2001) 
Lekskulchai (2007) 
Spittle et al (2004) 
Walker et al (2007a) 









Legg et al (2004) 
Logan et al (2004) 








Barrowclough et al (2007) 
Department of Health (England) and the devolved administrations (2004) 
Drake et al (2001)  
McGillicuddy et al (2003) 










Gross et al (1998) 
Krause et al (2003) 








Content of the interactive educational intervention (IE) 
The two sessions were modelled on the intervention provided by McCluskey and Lovarini 
(2005) and consisted of lectures, practical sessions and small group discussions. Detailed 
content for sessions one and two are shown in Boxes 1 and 2 respectively. Appreciating that 
behaviour change requires support, participants were telephoned by the research 
coordinator a month after attending session two to check whether they had received the 
emailed notes, to determine how they were managing in using EBP, and to determine their 
















additional requests for information or assistance via email or telephone as outreach visits 
were not be feasible due to time and cost implications. 
 
Box 1: Outline for IE session 1 (4 hours) 
 
Introduction: 
Announcements about OT EBP study 
Introductions - participants introduce themselves (name, place and area of work, what they know re EBP & what they hope to 
learn from session) 
Training outline and programme 
 
What is EBP?  
Misconceptions 
Definitions: Participants identify main elements in the definitions by Sackett et al (2005) and Dawes et al (Jackson et al., 2006) 
 
Why should we use EBP?  
Large group discussion 
 
The 5 steps of EBP 
Step 1: Formulating questions based on clinical scenarios – example of scenario and different types of questions that could 
be asked.  
 
Exercise 1 (small groups): Identify at least one possible question you would like to answer in your area of practice (small 
group). Write it as a question you could use in a search. (PI moves around groups to provide assistance where necessary). 
Feedback from groups 
 
Step 2: Finding research evidence to answer the question 
What is evidence? 
What type of evidence is best? 
Primary and secondary research 
How to search for evidence 
 
Exercise 2: Write a search strategy for the question developed in exercise 1. Discuss with your group and get feedback. 
Facilitator leads discussion to refine questions and assist groups to identify possible search terms 
Doing an efficient search 
 
Where to look for evidence – specialised and traditional databases, guideline sites. 
Facilitator demonstrates resources available from specialised internet databases: 
 Cochrane library – evidence provided; home page; different libraries; access though SA Cochrane Centre 
 OTSeeker – evidence provided; quality rating scale; home page; how to do a search using drop down menus and key 
words; how to open article; where to find abstract; how to get full text 
 PEDro – as for OTSeeker 
 OTCATs – home page; how to get list of CATs; quality 
Facilitator demonstrates resources available in traditional databases: 
 Pubmed - Clinical queries  specialised search filters to make searching for answers to clinical questions more efficient 








Step 3: How to appraise an article 
Discussion (large group) of article on Depression & exercise using GATE diagram & article (The World Bank Group, 2010c) 
 
Step 4: Applying evidence & evaluating practice 
Small group discussion: What do you need to consider when deciding whether/how to apply evidence? 
 
Where to from here? 
Explain content of folders and evidence ‘packages’. 
Task before next session: go through evidence ‘packages’. At next session application of evidence in packages, record-keeping 

















Box 2: Outline for IE session 2 (2 hours) 
 
Outstanding issues from last session 
Reflect on what was covered in last session and identify any areas in which you would like more input/information. Write 
these on the yellow pieces of paper and pass to the front. 




Occupational therapy records 
Small group discussion:  
How should evidence be documented in OT notes? When should it be included and when not?  
What do you think OT records should look like if they are evidence-based? 
Extract principles from each group – record on flip chart. Facilitator - outline from article in Australian OT journal 
 
What barriers and facilitators are there in your work context that either make if difficult for you to use EBP or facilitate 
this? 
Small group discussion: 
What are the barriers that could make it difficult for you to use EBP? 
What facilitators/enablers exist in your work environment that support EBP? Identify resources in your context you could 
access that would assist you to use EBP, e.g. CATs and CAPs, systematic reviews, journal clubs 
Think of ways in which barriers could be overcome/minimised. 
Feedback from each group – record on flip chart. 
 
What can I do from here to either start using EBP or to strengthen my use of EBP? What changes will I need to do this? 
What supports can I draw on to help me succeed? 
Small group discussion and make a list of suggestions of how you could continue developing your skills in and use of EBP 
Feedback from groups – record on flip chart. Give handout with suggestions after discussion. 
 
Closure 
Summarise steps needed for EBP and outline strategies participants identified to help them use EBP 
Encourage participants to contact facilitator for further help 
Completion of evaluation forms 
 
Didactic educational intervention (DE) 
The focus was on knowledge acquisition and did not develop skills or apply concepts in 
practice. Box 3 provides the detailed content of the DE. 
 
Box 3: Outline for DE 
 
Introduction:        
Announcements about EBP study 
Introductions - Participants introduce themselves (name, place and area of work, what they know re EBP & why they think 
EBP is important to their work) 
Training outline and programme 
 
What is EBP?  
Misconceptions 
Definitions: Identify main elements in the definitions by Sackett et al and Dawes et al 
 
Why should we use EBP?  
 
The 5 steps of EBP  
Step 1: Formulating questions based on clinical scenarios – example of scenario and different types of questions that could 
be asked 
 
Step 2: Finding research evidence to answer the question 
What is evidence? 
What type of evidence is best? 
Primary and secondary research 
How to search for evidence 














Where to look for evidence – specialised and traditional databases, guideline sites 
Powerpoint slides used to show different specialised and traditional databases: 
Cochrane library – evidence provided; home page; different libraries; access though SA Cochrane Centre 
OTSeeker – evidence provided; rating to help you assess quality; home page; how to do a search using drop down 
menus etc; how to open article; where to find abstract; how to get full text 
PEDro – as for OTSeeker 
OTCATs – home page; how to get list of CATs; quality 
Pubmed - Clinical queries  has specialised search filters to make searching for answers to clinical questions more 
efficient – can specify type of question (therapy, diagnosis, prognosis or harm) or search for systematic reviews of 
primary studies only 
CINAHL 
BREAK 
Step 3: How to appraise an article 
Step 4 & 5:: Applying evidence & evaluating practice 
Evidence-based record-keeping 
Mention briefly the information that should be recorded in patient records 
Where to from here? 
Explain what is included in folders and evidence packages 
Give suggestions about how participants could become evidence-based practitioners  
Closure & evaluation 
Questions 
Completion of evaluation forms
Strategies to achieve replication of the interventions
To ensure that the PI did not deviate from the format or content of each type of
intervention, checklists were developed for the DE and both IE sessions. A consistent
observer, the research coordinator, attended all sessions to observe and record how the 
















Appendix XXIII: Observer checklists for interventions 
 
Didactic educational intervention 
 
Content Covered (Yes/No) Comments (see note below) 
What is evidence-based practice? 
 
  
Why should OTs be evidence-based practitioners? 
 
  
Developing questions arising from a clinical scenario  
 
  
Where to find evidence  
 
  
How to appraise evidence 
 
  
How to apply evidence & evaluate practice 
 
  






Where to from here? 
 
  
Closure & evaluation 
 
  
Were any interactive exercises done in which 




Note: Facilitator and participants may ask questions and give answers but the workshop content should be imparted to participants rather 
than providing opportunities to offer ideas or explore options and solutions. 
 





























Content Covered (Yes/No) Comments (see note below) 
What is evidence-based practice? 
 
  
Why should OTs be evidence-based practitioners? 
 
  
Developing questions arising from a clinical scenario  
 
  
Where to find evidence  
 
  
How to appraise evidence 
 
  






Where to from here? 
 
  
Closure & evaluation 
 
  
Were participants given opportunities to discuss/apply 
what they had learnt? 
  
Were there any areas where opportunity to 




Note: In this training session participants should be involved in small group discussions or individual tasks where they apply what has been 
presented to their practice context. Participants must have opportunities to try out what they have learnt. 
 






























Content Covered (Yes/No) Comments (see note below) 
Were all issues identified by participants as needing 
further clarification/discussion covered? 
 
  
Was documenting evidence in OT records covered? 
 
  
Did participants identify barriers and facilitators to 
EBP in their own environments? 
 
  








Were participants strongly encouraged to contact the 




Were participants given opportunities to 
discuss/apply what they had learnt? 
  
Were there any areas where  opportunity to 




Note: In the first half of this training session issues raised by participants that they feel need further clarification or explanation will be 
covered. While some input may be given, participants should be involved in small group discussions or individual tasks where they apply 
what they have learned to their practice context. 
 






















Appendix XXIV: Ethics approval letter for Study 3 
UNIVERSITY OF CAPE TOWN , 
14 July 2006 
REC REF: 25912006 
Mrs H Bhuchanan 
Health and Rehabilitation Sciences 
Dear Mrs Buchanan 
Health Sciences Faculty 
Research Ethics Committee 
Room E53·24 Groote Schuur Hospital Old Main Building 
Observatory 7925 
Telephone [021]406 6338 • Facsimile [021]406 6411 
e-mail: preaward@curie.uct .. ac.za 
EVIDENCE-BASED PRACTICE IN THE OCCUPATIONAL THERAPY PROFESSION IN 
__ ';OUTH AFRICA AND THE WESTERN CAPE 
Thank you for submitting your study to the Research Ethics Committee for review. It is a 
pleasure to inform you that the committee has approved the above mentioned study. 
Please quote the REC. REF in ali your correspondence. 
Yours sincerely 
~~{krtfoj 
DR. M BLOCKMAN 























Of T. Naledi 
021.4839901 
Ms H. Buchanan 
Department of He alth and Rehabilitation Services 
University o f Cape Town 
F45 Old Main Building 
Groote Schuur Hospital 
Observatory 
7925 
Fax to 021 4066323 
Dear Ms· Buchanan 
_a"" .... 1It ve .. ' _,",MId 
__ .tn,ent of Health 
Evidenca-b •• od practice in the Occupational Therapy Prof ••• ion in South Africa and the Western 
Cape 
Thank you for submining your proposal to undertake the above-menlionecl study. We are plQased to inform you that 
the department has granted you approval for your research, Please contact the following members of staff to assist 
you with access to the facilities: 
1) Or T. Carter at tcarter@oawc.gov.za tel: 021 9384136 (Tygerberg Hospital) 
2) Dr A. Krajewsld at akrajeW5@pawc gov.zatel: 021 4043176 (Groote Schuur Hospital) 
3) Dr L Hering at Iherinq@pgwc.gov.za tel: 021 4403303 (Lentegeur Hospital: Stikland Hospita l; 
Valkenberg Hospital; ASexandra Hospital) 
4) Dr D. Erasmus at dierasmus@DQWG gov.za tel: 021 6585091 (Red Cross Ch ildren's Hospital) 
5) Dr S. Moeti at snm oeti@pgwc.gov za tel: 021 5087403 (Brooklyn Chest Hospital) 
6) Dr O. Stokes at dstokts@oawc,gov za tel: 021 6585005 (Vetoria Hospital) 
7) Dr L. Naude at Inaude@pgwc.gov.zil tel: 021 9181222 (Kar1 Bremer Hospital) 
8) Dr J, Mobbs at johmobb$@oowe,goyzatel: 021 7127491 (DP Marais Hospita l) 
9) Dr K, Msart at ksmaad@P9'INC.govza tel: 021 4026992 (Somerset Hospital) 
10) Dr F. Krige at tkrlge@pgwc.gov.zatel· 023 3488101 (BolandiOverberg) 
11) Mrs C. Bester at cwbester@pgwc.goy.zateI:022.4879306(WestcoasVWlnelands) 
12) Ms J . Hendry at !ahendryll!!DQWG gov.za tel: 021 3702316 (Western Cape Rehabilitation Centre) 
13) Mr J . van Heerden at jSVheerd@pgwc.goY.za tel: 021 9542237 (Delft CHC) 
14) Mr A PatenHa at epat ientlmDowc.aoy za tel: 021 9310211 (Elsies River CHC) 
15) Mrs L, Appolis at lappolis@pgwc.Qov.zatel: 021 3925161 (Mitchell's Plain CHC) 
16) Sr C AlelCander at clal,xan@DSlWCgov.za tet 021 8572330 (Macassar CHC) 
17) Mrs Notshe at te l: 021 3613470 (Knsye litsha CHC) 
we lOok forward to heertng from you . 
Yours sincerely 
DR p~fo-,-t · .. J;J 
D~pl~~~;RAL 
DISTRICT HE1L Tli1ERVlCES AND PROGRAMMES 
DATE, 1.~ ~ ~ • 
CC: DR K , LO E 0 : MDHS 




















(Insert date here) 
 
To: (Address to be inserted) 
 
Dear (Insert name here) 
 
Re: Request for permission to conduct research at your institution 
 
I am registered for a PhD degree at the University of Cape Town. In fulfilment of 
the requirements for this degree I am conducting a research project to 
investigate evidence-based practice (EBP) in occupational therapy in the Western 
Cape. Approval for the study has been obtained by the Research Ethics 
Committee of the Faculty of Health Sciences at the University of Cape Town (REC 
REF: 259/2006) and the Department of Health (Ref. 19/18/RP37/2008). I am 
writing to request your permission to conduct this research at your institution.  
 
The focus of this research is on equipping occupational therapists with training in 
evidence-based practice and evaluating the impact of this training on their 
knowledge, skills, attitudes and practice. The occupational therapists working at 
your institution will be approached to participate in the study through an 
information session that will explain the purpose of the study and expectations of 
participants. Therapists who agree to participate will be required to sign consent 
forms, after which they will be randomised to receive one of two interventions. 
Both interventions will provide training in evidence-based practice but they will 
















effective than the other, participants who do not receive this intervention during 
the study will be given the opportunity of receiving it afterwards.  
 
To determine the effect of these interventions on practice, participants will 
complete a questionnaire and participate in an audit of their recent client records 
at the beginning of the study and 6 months after training. Participants will be 
aware that their records will be audited but will be advised that the outcome of 
interest is NOT individual therapist’s records, but rather the overall picture. The 
identity of therapists and clients will be protected by ensuring that numbers 
rather than names are used on audit checklists. Results will be published with 
sensitivity to ensure that there will be no harm to clients, therapists or 
institutions.  
 
Therapists will be contacted to arrange a suitable date and time for the audit and 
will be requested to have their records from the previous week available for the 
visit. A random sample of two records will be selected from the previous week’s 
client list and these will be audited by two research assistants. Following the 
audit, an interview will be done to verify the information obtained in the audit. 
As existing records will be used and it will take only the time required to locate 
the records and approximately 45 minutes to conduct the interview, client care 
should not be compromised. The questionnaire will take approximately 20 
minutes to complete and could be done in the therapists own time rather than 
during working hours. It is hoped that the initial audit and questionnaire will be 
completed in July/August 2008 and the final in January/February 2009. Please be 
assured that all information will be kept confidential and no information 
identifying the participants or the institution will be disclosed.  
 
Participation in the study will entail the following from participants: 
 
1. Providing permission to access their recent client records for the audit at baseline 
















2. Providing a list of clients seen over the week preceding each audit 
3. Participating in an audit interview at baseline and 6 months: once the audit has 
been completed, research assistants will interview participants about the selected 
records. The purpose of the interview is to gain further understanding into the 
factors that were considered in making decisions about the client’s management. At 
the end of the study a second audit will be conducted in the same way. 
4. Completing a questionnaire about evidence-based practice at baseline and 6 
months 
All participants will be asked to complete a questionnaire before attending 
the first training session in July/August 2008 and again in January/February 
2009. The questionnaire contains demographic information and questions 
about different aspects of EBP. Questionnaires will be coded with a personal 
identification number. Responses will be treated as confidential and only the 
research coordinator and I will have access to the codes and the linked 
names. Data will be treated confidentially at all times to avert potential harm 
to participants. All data will be maintained in a secure setting at the 
Department of Health & Rehabilitation Sciences.  
5. Participating in training on evidence-based practice 
This will entail attending either one or two half-day training sessions in 
August 2008. In addition, there may be a follow-up meeting in late November 
or early December 2008. All training sessions/meetings will focus on 
evidence-based practice for occupational therapy in the Western Cape.  
 
Application will be made for CPD points for attending the training and completing 
the questionnaires and audit. Other possible benefits of participation include an 
increased appreciation of evidence-based practice in occupational therapy. 
Findings will be shared with participants by means of a feedback workshop once 
the results have been produced. It is hoped that the study findings will inform 
















I would be very grateful for your support in this research endeavour. Please do 
not hesitate to contact me if you have any further queries. 
Thank you for your time and consideration 
Sincerely 
Helen Buchanan  Dr Mark Blockman
Lecturer: Division of Occupational Therapy Research Ethics Committee 
Office 
Tel: 021-406 6383       Tel: 021-406 6492 
Email: Helen.buchanan@uct.ac.za       Fax: 021-406 6411 
